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Introduction: Residential child care has a long and ignoble history b th in Ireland and throughout many 
parts of the Western World. A small but established fi ld of research exists within the sector. The 
qualitative studies in the area tend to highlight various phenomena within residential child care while 
providing little context for those phenomena. The qualitative studies tend to provide more context for 
the phenomena and reflect the multifaceted nature of sidential child care and how the answers to the 
questions about residential child care tend to depend significantly on who is asked.. The Assessment 
Consultation and Therapeutic Service (ACTS) was establi hed to provide clinical services to young 
people residing in special care residential centres and detention centres in Ireland.  
 
Method: The study aimed to capture the experiences of clinicia s working within the ACTS service. 
Semi-structured interviews were carried out with 11 ACTS clinicians who are based in each of the thre 
regional centres of ACTS and in each of the professional disciplines represented within the service.  
 
Results: An Interpretative Phenomenological Analysis approach was utilised and three superordinate 
themes entitled ‘The Journey’, ‘The Path’ and ‘The Passengers’ were identified under the heading of 
‘Going the Extra Mile’.  
 
Discussion: The findings are discussed in the context of relevant therapeutic approaches and previous 
research within the field. The application of the findings of the current study to further research, clinical 
practice, education and policy are discussed. The strengths and limitations of the study as well as the 
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Chapter 1: Introduction  
1.1. Background and Overview 
‘The Child’ is perhaps the most emotive subject on the planet. Popular literature and media are replet 
with heroic accounts of the lengths parents go to promote the wellbeing of their children. Even in the 
animal kingdom, normally docile creatures become fierce and aggressive when they are called upon to 
protect their young. One need not look further than the public response to the images of Alan Kurdi, the 
three year old Syrian boy whose body landed on a beach in Turkey during the ongoing refugee crisis, to 
illustrate how the plight of children can exercise deep emotions in adults and drive an urge to help.  
 
UNICEF estimate that there are 2.2 billion children living in the world at present – a higher number than 
ever before (United Nations Children’s Fund, 2014). In spite of the variant social and economic 
circumstances of these 2.2 billion children the vast majority of them live at home with their parents or 
close family members. Throughout the globe, however, there remains a small but not insignificant 
percentage of children who, for a variety of reasons, cannot live with their parents or close family 
members. In the majority of developed countries the responsibility of providing care for these children 
falls upon the state, and Ireland is no exception to this. For most children, state care takes the form f 
state-supported foster care or adoption programmes where the children reside with host families on 
either short-term or long-term arrangements. However, th  complexity of need of some children within 
the state care system is such that they cannot be plac d with host families and as such they reside, with




Residential child care has attracted some attention fr m artists and the public at large with stage 
productions and movies such as ‘Oliver’, ‘Annie’, ‘Borstal Boy’, ‘Song for a Raggy Boy’, and 
‘Sleepers’ all depicting residential child care settings. However, in spite of this stage and screen interest 
in the sector, residential child care has remained on the fringes of public consciousness for the majority 
of its existence and it has often been understood as a ‘dumping ground’ for unwanted or troublesome 
children (Monks & Coyne, 2011). Ireland is neither specific nor exceptional to this but it does hold a 
particularly unique history of the provision of residential care to its children.  
 
The provision of state-sponsored ‘out-of-home’ resid ntial care has a complex history in Ireland, dating 
back to the Irish Poor Laws of the 1830s. The outbreak of the Great Hunger led to greater disruption to 
family life than ever before and the workhouses, established under the Irish Poor Laws, became one of 
the few places of refuge for orphaned or isolated children. Consequently, the workhouses ‘became the 
homes of most of the destitute and unwanted children of Ireland’ (Graham, 2011, p. 14).  It was reported 
that by 1853 77,000 children aged 15 years or younger were living in workhouses ‘while an unknown 
number of ‘street urchins’ were still living wild in the towns (Ryan, 2009) Subsequent to this, voluntary 
bodies such as the Catholic Church, who received no financial assistance from the state, provided some 
care for juvenile offenders (Kennedy, 1970). Kennedy (1970, p. 1) states: 
‘The attitude towards children was such that a child, on attaining the age of seven years, was subject 
to the same penalties as an adult...only by slow degrees was it recognised that the actions of a child 
which in law might be considered criminal, are different in kind and degree, from the criminality of 
the adult and need, therefore, different treatment – hence the Reformatory Schools (Youthful 
Offenders) Act, 1854, in England, which was extended to Ireland by the Reformatory Schools Act, 
1858).   
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The Reformatory Schools Act (1958), the Industrial Schools Act Ireland (1868) and later, the Children 
Act of Britain (1980) allowed for the certification of a number of institutions that were being provided 
by voluntary or religious services and allocated to them state funding for the care of the residents 
(Coolahan, 1981). Residential care of children provided during much of the 20th century was largely 
operated by the Catholic Church in Ireland However, up until the 1970s: 
‘Residential establishments for children had remained, for the most part, large institutions of the old
style, unaffected by contemporary developments in child care, poorly financed, isolated and ill-
equipped for their task. However, the most striking feature of the child care scene in Ireland was the 
alarming complacency and indifference of both the general public and the various government 
departments responsible the welfare of children’ (Task Force Report, 1981). 
 
This era has since been marred by widespread accounts and convictions for sexual, physical and 
emotional abuse of the residents. These accounts prompted greater attention on the area and from the 
1970s onward it has been a sector highlighted for reform, and systematic efforts have been made that 
aim to ensure all children in state care are protected from harm. 
 
The Kennedy report (1970) and, later, the Task Force Report (1981) embodied a movement aiming to 
modernise the residential child care sector and towards a more hopeful, confident and outward looking 
approach to residential child care. The centres would be staffed by trained professionals skilled in 
helping young people to achieve their potential in a safe and secure environment in a ‘family group 
home’ style setting. In the intervening decades residential child care has experiences a continuation of its 




The Commission of Enquiry into Child Abuse is another systematic effort and it was established to 
investigate the residential child care sector. In 2009 the commission published its findings in what 
became known as ‘The Ryan Report’. The findings of the report outlined the tragic experiences of many 
residential child care residents and vindicated their reports of abuse and neglect.  
 
The current era has witnessed a considerable reduction and almost complete removal of the Catholic 
Church as custodians of residential child care in Ireland with few religious working as carers in the care 
centres. In addition, the numbers of children residing in residential child care have considerably reduced 
and the residents are more likely to be adolescents and to present with problems that are ‘more difficult 
to respond to effectively’ (Crimmens, 1998, p. 309). The modern day residential child care centres no 
longer favour the large institutional nature of the workhouse or industrial school but instead offer 
placements to small groups of young people in domestic-type homes in a wide variety of locations and 
settings. The residential centres are inspected by the Health Information and Quality Authority (HIQA) 
against the National Standards for Children’s Residential Centres. In April 2015, there were there were 
6,420 children in care in Ireland. Of these children, 333 were placed in children’s residential centres 
with the vast majority in mainstream residential units (Department of Children and Youth Affairs, n.d.)   
 
However, for young people with complex needs, beyond that which can be met within the mainstream 
residential centres, there exists an additional stratum of special care units. Special care units are 
residential centres which cater for adolescents whoare often referred to as ‘difficult to engage’ (Health 
Service Executive, 2011, p. 16) and who generally require higher staff to resident ratios and greater 
availability to on-site clinical and educational services than is available in mainstream units. The centres 
are ‘locked’ and the residents are detained due to concerns for their own safety under High Court care 
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orders. In April 2015, 15 children were resident in special care units, representing 0.2% of the children 
in care in Ireland (Department of Children and Youth Affairs, n.d.). Most young people placed in special 
care units are initially placed in foster placements and/or mainstream residential placements but these 
placements usually have failed for a variety of reasons (Gaffney, 2014).  
 
In the industrial schools of the past, children with parental or care needs, such as being orphaned, were 
placed in the same residential units as those who had been convicted of an offence (Graham, 2011). In 
the current residential care system there is a clear d marcation between those young people detained for 
‘care reasons’ and those detained for ‘criminal justice reasons’ with the former placed in special care 
units and the latter placed in detention centres. Official details of the number of children in detentio  
centres in Ireland could not be obtained but Ryan (2014) reported that the number of residents was 
approximately 130 for the years of 2012 and 2013. The child detention centres operate under the Irish 
Youth Justice Service while special care units recently transferred from the Health Service Executive o 
the auspices of the Child and Family Agency (Túslá) which was established in 2014.  
 
One of the recommendations contained in the Ryan Report was for the establishment of a ‘national 
specialist multidisciplinary team for children in special care and detention’ (Ryan Report Monitoring 
Group, 2012). The specialist multidisciplinary team was established under the title of the Assessment 
Consultation and Therapeutic Service (ACTS). The ACTS service aims to provide multidisciplinary 
therapeutic services to young people with complex neds including onsite provision to young people 
residing in special care units and detention centres throughout Ireland (ACTS Framework Document, 
2012). ACTS clinicians continue to engage with young people following their discharge from special 
care units – usually into mainstream residential units. ACTS began recruiting clinicians in January 2013 
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under the auspices of Túslá and clinicians in the team consist of psychologists, addiction counsellors, 
speech and language therapists, social workers, and social care workers.  
 
No previous research has been conducted with ACTS clinicians and, as such, their experiences of the 
residential child care sector in Ireland have never been described in academic literature. De Vaus (2013) 
states that ‘Good description is important. It is the basis of sound theory. Unless we have described 
something accurately and thoroughly, attempts to explain it will be misplaced’ (p. 18). In the absence of 
a description of the ACTS clinicians’ experiences their perspectives remain unarticulated. Consequently, 
anything done with and for the service, in the context of clinician support or service enhancements could 
be poorly informed or, in accordance, with De Vaus (2013) might be ‘misplaced’ 
 
Therefore, ACTS clinicians represent an untapped source of information and experience pertaining to 
Irish residential child care services. The aim of the current study was to bring the unknown into the 













Chapter 2: Literature Review 
2.1. Chapter Introduction 
This chapter critically reviews the existing literature within the field of residential child care. An 
extensive literature search was undertaken to explore the residential child care sector in general as well 
as the experiences of clinicians working in residential child care. This involved searching a number of 
databases including Blackwell Reference Online, Elsevier, JSTOR, PsycArticles, PsycINFO, Sage, 
ScienceDirect, Springer, Taylor and Francis, Web of Science, Wiley Online Library, Google, and 
Google Scholar. Key search terms included ‘secure ca ’, ‘secure care Ireland’, ‘special care’ ‘special 
care Ireland’, ‘residential care’ ‘residential care Ireland’, ‘juvenile detention’ ‘juvenile detention 
Ireland’, ‘clinicians working in residential care’ ‘clinicians residential care Ireland’, ‘clinicians 
experiences’, ‘clinicians experiences Ireland’, ‘Asse sment, Consultation and Therapeutic Service’. The 
abstracts of the papers highlighted by the search were examined and relevant papers were read by the 
primary researcher.  
 
The thesis and doctorate catalogues of Irish Univers ti s were also searched for relevant papers. In 
addition, the authors of some of the research articles were contacted by the primary researcher and 
discussions were held with clinicians working in the field with a view to identifying relevant research 
documents on the area. Studies excluded from the literature review were: studies not in English. 
 
A relatively small number of qualitative and quantitative studies were identified that examined various 
perspectives on residential child care settings in jurisdictions outside of Ireland. Only five studies were 
identified that directly related to the Irish system of residential care; three of which examined 
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mainstream residential care, another examined special care and one explored high-support residential 
settings. A wide array of other studies that explored the experiences of clinicians who worked in various 
settings were identified but none of these pertained specifically to providing a clinical service to those 
residing in residential care settings. An analysis of the literature identified three broad themes in the
literature; quantitative studies conducted outside of Ireland, qualitative studies conducted outside of 
Ireland and studies conducted in Irish residential chi d care settings. In addition to these studies, a 
sample of other papers were identified that explore the experiences of clinicians in their professional 
roles. In order to facilitate the reader, the salient components of each of these three strands of literature 
are outlined under the following headings within the literature review:  
2.2. International Studies of Residential Child Care: Quantitative Studies 
2.3 International Studies of Residential Child Care: Qualitative Studies 
2.4. Studies exploring the Irish Residential Child Care Sector (All Qualitative) 
2.5. Studies exploring Clinicians Experiences of Their Roles 
2.6. Summary of Literary Review 




2.2. International Studies of Residential Child Care: Quantitative Studies 
Five quantitative studies were identified that examined residential care settings and were deemed 
relevant to the current study. The first was conducted by Alink, Euser, Bakermans-Kranenburg and van 
Ijzendoorn (2014) who surveyed 178 care workers across various types of residential care settings in the 
Netherlands. The researchers enquired as to whether or not the participants had experienced verbal 
abuse, physical abuse or sexual harassment over a 12-month period. The results indicated that 81% of 
the participants had experienced at least one form f abuse. Verbal threats were reported most 
commonly but approximately half of the participants were reported to have experienced physical 
violence. In findings relevant to the ACTS service, r spondents working in secure care settings were 
found to be most at risk of experiencing physical and verbal violence, while those in juvenile detentio  
centres were reported to be most at risk of experiencing sexual harassment.  
 
The authors found that there was a ‘general climate of violence in residential care’ (Alink et al., 2014, p. 
249). They added that residential care was not fit for purpose, either for staff or residents, and that 
alternative care settings such as family-type enviro ments should be explored. While this 
recommendation is enlightened, it presents a challenge within the Irish child care system because the 
vast majority of children who are placed in residential placements have already been placed in family-
type settings and which have broken down for a variety of reasons (Gaffney, 2014). Alink et al. (2014) 
do not provide any guidelines on how to up-skill host families to support young people to continue to 





Another limitation of Alink et al. (2014) is that the researchers do not seek to provide any reasons for the 
high levels of reported violence in residential child care apart from that of peer contagion. Therefore, 
this lack of understanding of the roots behind violence in residential care settings limits the validity of 
the proposal that violence would not persist if the young person was placed in a family setting. Alink et 
al. (2014) go a long way towards highlighting the legitimate plight of residential care workers, which s 
undoubtedly a difficult and challenging job. However, it could also be argued that the findings of the 
study also serve to demonise young people in residential care as they outline their violent acts without 
providing any context for their behaviours.  
 
A second quantitative study, conducted by Calheiros, Garrido, Lopes, and Patrício (2015) explored this
very issue of demonising young people in residential care. The researchers examined the public 
perceptions of residential care and how children and residential institutions are portrayed in the popular 
media. The researchers administered open-ended questionnaires to 176 individuals representing a broad 
cross-section of Portuguese society. Approximately 14% of respondents were classified as care sector 
professionals; the remaining 86% had no direct contact with the care sector whatsoever.   
 
The frequency analysis of the questionnaires indicated that children and youths within the residential 
care sector were generally referred to by participants negatively, with attributes such as ‘rebellious’ or 
‘deprived’. On the other hand, the analysis found that residential care institutions were mainly described 
with positive adjectives such as ‘cosy’, ‘secure’ and ‘affectionate’. The authors discussed the importance 
of raising awareness among lay persons and professinal  in relation to the existence of negatively 
biased social images of the young people in the carsystem. The researchers advocated the fostering of 
more positive images of the children among popular media sources. The authors also recommended that 
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care sector employees receive professional training in the existence of such negative biases in the 
community and media in general. They proposed that care teams should be trained to focus on the 
positive aspects of the youth and to help them build a positive identity in spite of the negative social 
perspectives in society.  
 
The Calheiros et al. (2015) study provides interesting insight into the possible presence of negative 
attribution bias and fundamental attribution error among Portuguese society with regard to young people 
and staff in residential care. However, its relevance to the Irish system is unclear. This is particularly so 
in the context of the highly publicised exposés of negative treatment of children in residential care in 
Ireland. It is possible that Irish society may not look so favourably upon the structures of residential 
child care or so negatively upon the residents. However, no studies were identified that explored this
topic in Ireland.  
 
One quantitative study that aimed to explore some of the reasons behind the violent acts of young people 
who reside in residential care was conducted by Zhou, Witt, Zhang, Chen, Qiu, Cao and Wang (2014). 
The researchers examined the prevalence of psychiatri  conditions among residents of youth detention 
centres in the People’s Republic of China. A total f 323 participants were interviewed by psychiatrists 
and were administered a series of psychometric screening instruments with a view to identifying 
quantifiable distinctions between violent and non-violent offenders. The finding of the study stated that 
substance use disorders and impulsivity difficulties scores were significantly higher among violent than 
non-violent offenders. However, the cause and effect of this correlation are not explored and it is unclear 




Zhou et al. (2014) recommended that treatment approches that aim to reduce impulsivity and substance 
misuse in juvenile detention centres should be prioritised. While this study goes someway to placing the 
violent behaviour of young people in residential care in the context of substance use and impulsivity t 
does not provide any details of the social, economic and psychological factors that might have led to 
substance misuse or difficulties for the residents i  the first place. Therefore, explaining the violenc  of 
young people in residential care in terms of psychiatric disorders provides only slightly more context to 
the behaviour than that of Alink at al. (2014) and it leaves more questions unanswered than answered in 
terms of why young people engage in violent acts.  
 
In another quantitative study, Zerach (2013) administered self-report questionnaires to 147 residential 
care workers and 74 boarding school workers in Israel. The findings of the study suggest that both 
groups of workers were at significant risk of meeting the criteria for compassion fatigue. The author 
recommended that care workers be better supported in their roles in order to help increase their 
resilience and reduce the amount of staff turnover in both sectors. This study, similar to Alink at al.
(2014) above, highlights the challenges experiences by residential child care workers. However, the 
Zerach (2013) and Zohu et al. (2014) studies also share a common limitation relative to the Irish 
residential child care sector: The residential child care sector in Israel and China are likely to be very 
different in history, operation and design to that provided in Ireland and, as such, it is unclear how the 
findings of these two studies could be applied to an Irish setting. No studies have been identified that 





In a fifth quantitative study Barendregt, Van der Lann, Bongers and Van Nieuwenhuizen (2015) 
conducted a four-stage longitudinal study on 172 male adolescents with severe psychiatric difficulties 
and who were residing in residential secure care settings in the Netherlands. A battery of questionnaires 
was administered to the participants in order to investigate the impact of coping strategies on general 
wellbeing and self-esteem. The results indicated a positive association between the use of active coping 
mechanisms with higher self-esteem and perceived general wellbeing among the participants. Passive 
coping strategies were associated with more negative outcomes for the participants. The authors 
recommended that attention should be paid in secure residential care to enhancing the active coping 
strategies of the residents with a view to enhancing their general wellbeing and possibly reducing their 
chance of reoffending and/or psychiatric relapse. However, similar to Zhou et al. (2014) the cause and 
effect of the phenomenon are not explored in the Bar ndregt et al. (2015) study, so it is not clear whether 
the active coping strategies lead to higher self-esteem and wellbeing or if higher self-esteem and 
wellbeing lead to more active coping strategies.  
 
Another shortcoming of the Barendregt et al. (2015) study, that is also common to the other four 
research articles discussed in this section, is that they are quantitative in nature. Such studies provide 
valuable information as to the measure of various phenomena, such as the prevalence of various 
disorders or coping strategies, however, they provide ery little insight into the lived experience of those 
phenomena. They provide little opportunity for the exploration and formulation of why the individuals 
present as they do. In order to gain a deeper understanding of the lived experience of the individuals who 
work or reside within residential child care, researchers must go beyond the numbers and graphs of 
quantitative research and employ qualitative methods t  their research. Some qualitative studies relevant 
to the current study are outlined in the following section.  
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2.3. International Studies of Residential Child Care: Qualitative Studies 
Four studies were identified that qualitatively explored the experiences of individuals in residential chi d 
care settings outside of Ireland that were deemed relevant to the current study. The first, conducted by 
Shaw (2012), undertook semi-structured interviews and  focus group with 31 professionals from the 
residential child care and criminal justice system in Colton, UK. The aim of the study was to explore th
participants’ understanding of, and explanation for, the high degree of crimes committed by young 
people while they are in residential care. The sample comprised social workers, youth offending service 
officers, leaving care workers, residential care managers, police officers, magistrates, legal advisors and 
solicitors.  
 
The outcome from her analysis indicated that there are a multitude of factors that potentially contribute 
to ‘looked-after children’ committing crime while they are in residential care. However, the study found 
that many of the participants were of the opinion that in-care offending is usually a continuation of 
behavioural patterns that were established in the family home prior to entering residential care. The 
study also found that there was an opinion among many of the participants that young people in care 
were responsible for their own actions and were largely the authors of their own misfortune. One 
interesting finding of the study was that the court and legal professionals were of the opinion that young 
people were often unnecessarily criminalised while t ey were residing in residential care, whereas social 
workers expressed a paradoxical view that the involvement of the criminal justice system was justifiable.  
 
Shaw’s (2012) study provided valuable insight into the experiences and views of a group of 
professionals predominantly drawn from child protection services and the legal sphere of child care. Th  
author noted that a preoccupation with the individual culpability within the residential child care sector 
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should not result in other contributory factors to the young person’s behaviour being disregarded in 
favour of recourse to the criminal justice system. One limitation of the Shaw (2012) study is that 
participants’ views as to why young people engaged in crime in the first place, prior to entering into 
residential care, and what might be done to help divert those individuals away from crime, were not 
explored.  
 
Shaw’s (2012) study highlights some of the strengths of qualitative research whereby it gathers a greate  
understanding of some of the perceived roots of the behaviour of young people than was explored in the 
quantitative studies, above. However, Shaw’s (2012) study also highlights ones of the short-comings of 
qualitative research; because of the relatively small sample in the study compared to the number of 
individuals working in the sector as a whole, the findings represent a relatively narrow set of 
backgrounds and perspectives. In this regard, it is perhaps not surprising that the responses of Shaw’s 
(2012) participants were largely litigious in nature and focused on individual culpability relating to 
crime when one considers the child protection or legal professional background of the majority of the 
participants in the study.  
 
In another qualitative study, Gharabaghi and Phelan (2011) explored the views of a separate, less 
litigious, group of professionals within the residential child care sector as they undertook focus groups 
with the residential care teams of twelve residential child care homes in Canada. With a similar objectiv  
to that of Shaw (2012), Gharabaghi and Phelan (2011) sought to explore how residential care teams 
attribute misbehaviour among children in residential group care. Again, similar to that of Shaw (2012), 
they found that accountability for misbehaviour by the young people in care was again placed, by the 
residential care teams, firmly at the feet of the young people themselves. This emphasis on individual 
16 
 
accountability was rationalised in terms of the ‘real world argument’ (p. 80) whereby care teams 
expressed their responsibility to prepare the young people for the adult world within which the 
consequences for poor decisions are resolute, therear  no second chances and when there will be no-one 
there to ‘hold their hands’ (p. 80). In an interesting additional finding, the researchers found that e care 
teams held higher standards of expected behaviour for the young people in the centre than they did for 
themselves or their colleagues.   
 
Gharabaghi and Phelan (2011, p. 76) argued that what is often absent from such residential programmes 
is the necessity of ‘winning the hearts’ of the young people by creating the desire to be successful 
through managing the competing components of personal freedom, identity formation, values 
clarification and the hope for a better future than their past. In this regard, the researchers found that 
‘point and level’ systems, whereby residents earn privileges in return for compliant behaviour, were 
employed in many of the residential centres to help to create clear expectations for the children, 
consequences for not meeting the expectations and to underpin the emphasis on individual 
accountability for young people misbehaving within the care centres. In an additional finding of 
Gharabaghi and Phelan (2011) that is of particular relevance to the ACTS service, they found that in 
virtually all cases the residential care teams cited s veral examples of external clinical staff such as 
clinical therapists, psychologists, consulting psychiatric services or child protection teams as failing to 






The use of focus groups by Gharabaghi and Phelan (2011) is a strength of the study because it facilitated 
the researchers in capturing some of the tension between different care teams; a tension that went large y 
unspoken. The researchers found that, within the focus groups, the tension appeared to occur within the 
team dynamic when the groups were requested to critically evaluate the ‘pre-programmed approaches to 
accountability’ (p. 86). The researchers proposed different reasons for the participants’ tension and 
reluctance to speak critically in front of their colleagues, but ultimately answers to this questions were 
not forthcoming through the focus group format. Therefore, it is likely that the study would have been 
enhanced by the use of semi-structured interviews to explore the issues that arose in the focus groups in 
a more confidential setting with participants.    
 
In contrast to the individualistic culpability for c iminality and misbehaviour identified by Shaw (201 ) 
and Gharabaghi and Phelan (2011), Sekol (2013) examined the contextual factors and peer factors that 
influenced peer violence in adolescent residential care. As if to answer the social workers, lawyers and
residential care teams of Shaw (2012) and Gharabaghi and Phelan (2011), Sekol (2013) went straight to 
the source of the misbehaviours in question as he undertook 20 focus groups with the young people 
themselves. The participants consisted of 120 residents of residential care facilities in Croatia aged 
between 11 and 21 with a view to exploring their experiences of living in residential child care.  
 
Through the application of grounded theory to his focus groups, Sekol (2013) identified four themes that
influenced peer violence in residential care. Firstly, the study identified residential peer culture that 
portrayed a rich and complex residential social world embedded in norms, rules and values of residential 
peer culture. The second theme identified by the study was the vulnerability that young residents 
experienced at the beginning of their institutionalization and how new residents were at greater risk of 
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being victimised than other residents. Thirdly, the participants discussed the deprivations and 
frustrations that they experienced in relation to issues such as low pocket money, low quality food, 
inadequate school equipment, lack of meaningful activ tes and the stigmatization they experienced in 
their local community. Finally, the study highlighted the residents’ perceptions of the staff team ignoring 
their problems, the unfairness of decisions that were made about them, burned-out staff teams and the 
use of violence as a means of punishment.  
 
Sekol (2013) highlighted that peer violence in adolescent residential care is not simply the behaviour of 
individual young people but it is also the product of institutional life. The author proposed that true 
efforts should be made to raise the overall social and physical quality of residential living with a view to 
enhancing the relationships between the residents and their care and management teams. In a significant 
strength of the study, Sekol (2013) goes beyond the broad and general recommendations outlined in the 
previous studies, and provides further detail on how residential programmes can aim to achieve this goal
by enhancing the physical and social environments within residential child care.  
 
Punch and Macintosh (2014) conducted a study that explored the complex interactions between young 
people and the residential child care system. In a ovel approach, the researchers conducted an 
ethnographic study on intergenerational relationships and food practices in residential care in Scotland. 
Through the use of field notes, mealtime recordings, semi-structured interviews, and unstructured 
interviews, the authors explored ‘The Social Organis tion of Food and the Bureaucratisation of Care’ 
with regard to how predictable eating routines provide a space and a well-known ‘script’ for daily 
interactions between staff and children. The researchers also explored ‘Food, Power and 
Intergenerational Relations’ and how food allows staff and children to gain an implicit understanding of 
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rituals, codes and procedures associated with a particul  residential unit. The authors highlighted some 
of the ways that food interlinks with the wide spectrum of care aims that residential homes try to fulfil, 
and some of the ways in which intergenerational reltionships are played out through food. The study by 
Punch and Macintosh (2014) provides an example of the variety of means through which valuable 
information regarding the residential child care sector can be gathered. However, the generalisability of 
the findings are limited by the fact that the researches explored just one residential child care centre as 
part of the study.  
 
One of the commonly-cited limitations of qualitative research is it tends to provide accounts of relativ ly 
small components of residential child care. However, this limitation can be mitigated by examining 
several qualitative studies in conjunction with each other. In this regard, when the studies of Shaw 
(2012), Gharabaghi and Phelan (2011) and Sekol (2013) are considered in conjunction with each other 
they combine to provide some insight into the multifaceted nature of residential child care. The former 
two studies found a prevalent view that violence and ggression conducted by young people within 
residential care is largely the product of the individual responsibility of the young people themselves. 
They added that such misbehaviour should be managed generally through ‘point and level’ behavioural 
programmes within the residential centres and through recourse to the criminal justice system when 
merited. The latter study found that violence and aggression within residential child care are largely the 
product of complex social structures, systemic failings and staff shortcomings. He found that violence 
and misbehaviour should be managed through increasing the quality of life of the residents and 




From the studies outlined so far in this literature review, there is an emerging picture that all of the
studies have served to broaden the debate with regard to residential child care but they are also limited in 
their number of participants, professional spread an  geographical spread. In addition, the answers to the 
questions appear to depend significantly on who is asked. It would therefore appear imperative that as 
many diverging views from within the residential sector, using a variety of research approaches, should 
be gathered in order to facilitate a more detailed un erstanding of the complex interactions between care
teams, the young people and the structures of the residential child care system.  
 
2.4. Studies of Residential Care in Ireland 
Five studies were identified that examined residential child care in an Irish context, all of which were 
qualitative in design. These studies were conducted by Graham (2011), Holt and Kirwan (2012), 
McNulty (2013), Gaffney (2014), and Emond (2014). Each of these studies will be discussed in 
chronological order. Graham’s (2011) doctoral thesis study entitled What critical success factors are 
necessary and sufficient for the provision of development care for each young person in Irish residential 
and youth care involved the undertaking of semi-structured intervi ws with 17 managers of residential 
units in Ireland.  
 
From her findings, Graham (2011) proposed five ‘critical success factors’ for successful residential child 
care in Ireland. Firstly, the manager of each residential unit should be responsible for the recruitment 
and selection of the workforce for that particular residential unit. Secondly, residential care should be 
‘needs led’ as opposed to ‘regulation led’ and thatcaring relationships represent a positive risk and must 
be supported. Thirdly, there should be a shared vision of service development throughout all layers of 
management of the organisation. Fourthly, any strategic planning of residential child care should be 
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informed by what is happening in practice in existing residential units. Finally, the Child Care Act 
(1991) should be prioritised over the bureaucracy of child care, and that individualised care should be 
the aim, as opposed to standardised and measurement-based interventions. 
 
There is a suggestion in Graham’s study of professional bias, similar to that of Shaw (2012) above. 
Within the responses provided by managers there appars to be a focus on ‘managerial issues’ within 
residential care such as staff recruitment, and strategic planning and service development. Although it 
could be argued that these issues are not solely managerial issues and that they impact upon all 
stakeholders within the residential child care sector, it is also possible that other parties within the 
residential care sector might be of a different frame of reference to that of the managers and as such 
might generate alternative ‘critical success factors’ if asked to do so.  
 
Holt and Kirwan (2012) conducted a qualitative study with the aim of gathering the experiences of 20 
key workers within the Irish residential child care s ctor. Each of the participants were employed as key 
workers for at least one service user at the time of the study. Key workers are paid residential care staff 
who are assigned to individual children on a relatively long-term basis; the key workers generally act as 
first point of contact for young people with regard to raising issues of concern. Key workers also tend to 
be the principal point of contact for individuals and professionals outside of the residential centre 
relating to issues that pertain to their ‘key child’. This increased contact with their key worker often 
facilitates the development of a positive and enduring elationship between key worker and child. In 
addition to the focus groups, three after-care workers participated in individual interviews. Four service 
users who had recently turned 18 years of age and hd t us ‘aged-out’ of the residential child care 
system also participated in one group, and one individual interview, as part of this study.  
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The combined gathering of the views of residential chi d care staff, as well as those of recent servic 
users, is a particular strength of this study, leading to the inclusion of a broader base of knowledge and 
experiences in the study.  
 
Thematic analysis of the data indicated that key working within residential child care in Ireland 
generally involves taking responsibility for identifying and responding to the day-to-day needs of the 
young person with whom they are working. The key workers generally valued the positive functioning 
of establishing positive relationships within care and viewed key working as a positive means of 
facilitating the establishment and continuation of such supportive relationships. The findings reported 
that the groups of professionals as well as service us rs identified the importance of generating a 
nurturing environment and a sense of belonging within a residential setting.  
 
In a finding particularly relevant to the ACTS service, participants discussed how key workers can 
provide a ‘secure base’ (p. 383), and a means of continuity, even when placement moves occur. In 
another finding particularly relevant to the ACTS service, the young people in the study identified 
difficulties with establishing trusting relationships with care teams due to factors including previous 
abusive relationships, high staff turnover, lack of c nsultation regarding choice of key worker, multiple 
placement disruptions, and consequent short-term placements.  
 
In yet another finding relevant to the ACTS service, Holt and Kirwan (2012) also highlighted the value 
placed by key workers and young people on the enduri g contact following ‘aging-out’ of the care 
system. The young people recalled that weekend and evening return visits to the residential setting 
helped to ease the loneliness of young people and to give support with regard to issues such as job 
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applications and emergency food supplies. The key workers reported that the ongoing contact helped to 
ease their conflicting feelings of allowing the young person to progress through their appropriate life 
stage while at the same time holding an awareness of their vulnerability in the challenging ‘post-care’ 
world.  
 
The key workers highlighted that the lack of regulation and legislative footing for the provision of after-
care services in Ireland meant that they could not always rely on the support from their funders for 
continued professional involvement in the young peopl ’s transitions into after care. The findings of the 
study are again particularly significant to the ACTS service as they highlighted how positive interpersonal 
relationships are integral to key working and are in xtricably linked to successful transitions in resid ntial 
care. The authors concluded with a call for greater recognition and support of the key working relationship, 
with particular reference to its ongoing support into the after-care system and the adoption of a ‘through-
care’ approach to maintaining positive relationship with the adults who care for the young people.  
 
McNulty (2013) explored risk-taking by adolescents in Irish residential care settings and special care 
settings through conducting semi-structured interviews with six adolescents residing in these units. The
study was conducted in partial completion of her doctoral training in clinical psychology. The interview 
transcripts were analysed using a constructivist mehod of grounded theory analysis with a view to 
developing a theory regarding risk-taking in adolescents living in high-support residential care centrs and 
special care centres in Ireland. McNulty’s (2013) study outlined how qualitative research can provide 
considerably more in-depth information than quantittive studies, such those outlined above. In this manner 
she proposed a complex and multifaceted theory of risk consisting of a multitude of factors which 




Some of the factors that led to the participants engaging in risky behaviours prior to being placed in care 
that were highlighted in McNulty’s (2013) research included family backgrounds where adolescents 
were exposed to crime, violence, addiction and abuse during their earlier childhoods. The participants 
spoke of risk as a normal part of their family and community environment and how their own risk was 
viewed as an extension of this. In the absence of stable or positive family relations the adolescents i  
McNulty’s (2013) study were reported to have expressed a willingness to take extreme measures to 
maintain a sense of belonging and acceptance in ther pe r group. The researcher also highlighted how 
risky behaviours can lead to the rewarding feeling of being part of a group, having fun, and feeling free 
of boundaries. In a finding relevant to that of Shaw (2012) and Sekol (2013) addressed above, the young 
people in McNulty’s study discussed engaging in risky behaviours, during the time that they were placed 
in care, as a means of saving face in front of peers or to fulfil the stereotype of negative labelling, such 
as that of a ‘care kid’.   
 
In a further strength of her study, McNulty (2013) identified six factors that can help reduce the risk-
taking behaviours of adolescents in residential care settings. Each of these six factors have a particular 
relevance to the ACTS service and as such are all listed here. The first risk-reducing factor was that t e 
risks that young people take while in care tend to change over time and that there tends to be reduction 
in the potency of rewards for risk-taking behaviours as part of developmental and maturing process. 
Secondly, McNulty found that, for young people in care, a positive relationship with at least one good 
adult, as well as developing a positive interpersonal relationship with appropriate boundaries, were 




With regard to therapeutic interventions, McNulty (2013) indentified the process of challenging negative 
schemas, altering negative thinking patterns, adopting more effective coping strategies, and creating a 
positive new identity that is strong and resilient a d able to attain goals as other means of reducing risk 
for these young people. One of the shortcomings of McNulty’s (2013) study is the number of 
participants involved in the study. Just six participants took part and, although the experiences of young 
people with regard to risk taking is interesting and valuable, the possibility of extrapolating the 
experiences of those six participants to form a generalisable theory of risk is questionable.    
 
Gaffney (2014) conducted semi-structured interviews with six individuals aged between 18 and 21 who 
had previously resided in residential child care settings and were currently engaged with ‘after-care’ 
services. The study was conducted in partial completion of the researcher’s doctoral training in clinical 
psychology. Gaffney (2014) identified a number of themes that highlighted the experiences of the 
individual’s time in state care and gathered their r flections on their experiences prior to entering the
care system, the process of entering the care system, b ing in care, leaving care and post care. The 
participants highlighted their experiences of uncertainty and powerlessness while being placed in care, 
their loss of childhood through disrupted education and peer relationships, substance abuse as a coping 
strategy, difficulties making sense of why they arein care, the desire to be at home, a sense of injust ce 
inequality and being unaccepted. 
 
In two findings with particular relevance to the ACTS service, Gaffney (2014) identified frequent loss f 
relationships and adjusting to new routines and practices as particular areas of difficulty for young 
people in care. Gaffney (2014) also identified structured programmes such as outdoor activity 
programmes and the development of positive relationships while in care as means of assisting young 
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people to move from maladaptive to adaptive behaviour patterns while in care. In a similar limitation to 
that of McNulty (2013), Gaffney (2014) gathered interesting and valuable information on six individuals 
who had recently ‘aged-out’ of the residential care system but the gereralisability of those findings 
beyond the particular participant group is unclear.  
 
One limitation that is common to the studies of Graham (2011), McNulty (2013) and Gaffney (2014) is 
that they were sourced either from general internet searches or from Irish University repositories. The 
Graham (2011) study is the product of a traditional PhD by research, and the studies by McNulty (2013) 
and Gaffney (2014) were conducted in partial completion of doctorate programmes in clinical 
psychology. None of these three studies appear to have been published in a relevant professional peer 
reviewed journal, nor is there any evidence that they ave been cited by other researchers within the 
field. This lack of publication might have come about because there is a lack of appetite on the behalf of 
the researchers to publish their theses, or there may be a lack of appetite within academic journals for 
papers pertaining to the issues explored. Alternatively the studies might not have attained the requisite 
standard of methodological rigour to permit their publication in peer-reviewed journals. Regardless of 
the reasons for the lack of publications of these studies it can be concluded that although they are of 
relevance to the current study, their contribution t  the field of residential child care as a whole is 
unclear. As such it would appear that there is a gap between some of the research and the clinical 
practice within the field of residential child care.   
 
One study that explored a component of residential child care in Ireland which has been published is that
of Emond (2014). Emond (2014) conducted focus groups and individual interviews with 16 young 
people who were living in eight different residential homes along the East Coast of Ireland. The 
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participants were all aged between eight and 18. In a novel approach to gathering qualitative data from 
young people in residential care in Ireland, Emond (2014) conducted a short interview with each 
participant each month for six months that culminated in a focus group of all the participants at the end
of the six-month process. In addition, Emond (2014) employed a range of information gathering 
techniques including life snakes, drawings and board games devised for the project. The author notes 
that this allowed for the development of a relationship between the researcher and the participants, ad 
afforded greater control to the young people over what themes and topics were discussed each month. 
This elongated data gathering process and the combination of focus groups and individual interviews 
represent significant strengths of the study.  
 
The interview transcripts were analysed through narrative, as well as thematic, analysis. The study 
highlighted how young people experienced feelings similar to their peers in many ways but also feelings 
different from their peers in many ways too. The study also highlighted the process through which 
children experienced the label of being ‘in care’ applied to them by others and also how children applied 
this label to themselves. Ultimately, the study also found that young people in care expressed a need to 
belong to a social group, a need similar to that of their peers who were not in state care. However, th  
development of enduring peer and adult relationships for children in care was significantly hampered by 
the very process of being in residential child care. The author supported a move towards conceptualising 
young people in care as relational rather than autonomous beings. In a recommendation relevant to the 
ACTS service, Emond (2014) advocated for the development of positive relationships, between young 
residents and the adults who care for them, as those relationships can then go on to serve as a model f r 




Emond (2014), similar to previous non-published qualitative research outlined above, illuminated 
interesting and valuable information with regard to the experiences of residents of residential child care 
in Ireland that are very relevant to the current study. However, it would appear that, in spite of being 
published, the study has had a limited impact on the field as a whole. Emond (2014), as well as other 
studies in this literature review, such as Shaw (2012), was published in the Child and Family Social 
Work Journal which is listed on the Wiley website as possessing a  impact factor of 1.086 which is in 
the ‘low impact’ range (Wiley, 2016). Similarly, the research gate website places the impact factor of the 
Child and Family Social Work Journal even lower at 0.93 (Researchgate, n.d. (a)). The journal is ranked 
outside the top ten journals in social work and outside the top 20 in family work (Wiley, 2016). The 
journal does not appear to feature in psychological listings whatsoever (Springer, 2014).  
 
Therefore, it can be deducted, the journal that conains several of the studies relating to residential child 
care is of limited relevance to clinical practice. The Holt and Kirwan (2012) study outlined above was 
published in the journal titled Child Care in Practice which, in spite of being a peer-reviewed journal, 
also has a low impact factor (Researchgate, n.d. (b)) and thus compounds the limitations that the studies 
in this article are likely to have on mainstream research or clinical practice. There would, therefore, 
appear to be a considerable gap between research and clinical practice in residential child care in Ireland.  
2.5. Studies exploring Clinicians’ experiences of their roles 
As stated above, the primary research interest of the current study was to gather the experiences of 
clinicians working in the ACTS service. As the ACTS service is only recently developed it is perhaps 
unsurprising that no studies were identified that explored their experiences. However, it also transpired 
that no studies could be identified that explored the experiences of any clinicians working within the
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residential sector at all, either in Ireland or inter ationally. As such, some sample studies that explored 
the experiences of clinicians in other services were examined as part of the current literature review.  
 
One such study is that of Welsh and Tiffin (2012) who undertook semi-structured interviews with six 
child and adolescent mental health clinicians working in North East England. The aim of the study was 
to explore the common experiences of clinicians with regard to their work with adolescents suspected of 
having, and ‘at risk mental state’ for, psychosis. Following a thematic analysis of the transcripts three 
superordinate themes were identified. The first theme was titled ‘Complexities in identification and 
management’, the second, ‘Treatment Practices’ and the third, ‘Consensus and Guidelines’. The authors 
concluded that identifying adolescents with potential psychosis is particularly difficult; clear 
management and treatment guidelines appear to be lacking.  
 
In another study that sought to gather the experiences of a specific group of clinicians, Powell, 
Hausmann-Stabile and McMillen (2013) conducted semi-structured interviews with 11 mental health 
clinicians working in Saint Louis, USA, with a view to gathering their experiences of implementing 
evidence-based treatments. A thematic analysis of the data revealed many leverage points that inform 
the implementation of evidence-based practices in me tal health provision.  
 
In a third relevant study, Walsh (2015) explored Dialectical Behavioural Therapy clinicians’ experiencs 
of DBT team consultation meetings. Walsh (2015) conducted semi-structured interviews with 11 DBT 
clinicians from three different consultation teams. Interpretative Phenomenological Analysis (IPA) was 
employed as a means of analysis and superordinate themes of ‘knowledge acquisition’, ‘regulation of the 
self’, ‘team processes’ and ‘motivation and consistency’ were identified.  
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Although these three studies are not specifically re evant to residential care, or the ACTS service, th y 
do provide reference points within the literature for the process of qualitative research relating to the 
experiences of clinicians. It also places the current search within an established research approach in 
the wider qualitative literature of the psychological field.  
2.6. Summary of Literature Review 
The following points summarise an analysis of the literature reviewed thus far: Residential child care has 
experienced several social, ideological and legislative incarnations where it has moved, by degrees, from 
the workhouse, to voluntary or charity funded specialised institution, to the state funded industrial 
school staffed by individuals with religious vocations, to the state-funded ‘family group home’ setting 
staffed by paid, specifically trained and skilled social care workers.   
 
The studies outlined as part of the literature review ndicate that there is a small but established fi l of 
qualitative and quantitative research in the field of state-sponsored residential child care, both 
internationally and in Ireland. However, much of the emphasis within the quantitative studies was on the 
measure of various phenomena that are present within residential child care such as the levels of 
violence and aggression perpetrated by the residents, the disorders experienced by the residents or the 
coping strategies they use. However, these studies provide little insight into the reasons for the 
behaviour of the residents or what message they might be trying to communicate through their 
behaviour. In addition, none of these studies have been conducted in Ireland and owing to the unique 
history of residential child care in Ireland it is unclear to what degree the findings of the above studies 




Several qualitative studies were identified that explored residential child care settings outside of Ireland. 
These studies explored various issues including howprofessionals involved in residential child care 
understand or explain the high degree of crimes committed by young people in residential child care, the 
contextual and peer factors that influence violent behaviour, and the relationship between mealtimes 
practices and intergenerational interactions. One strand that is common to these studies, in addition to 
their being conducted on settings outside of Ireland, is that the answers to the questions asked frequently 
represent the professional or personal background of the participants – be they residents or employees of 
the residential chid care sector. These studies highlight the multifaceted nature of residential child care 
sector and how viewpoints of those involved in the sector can be divergent.  
 
Five studies were identified that explored residential child care in Ireland that explored critical success 
factors in the sector, the experiences of key workers within the sector, risk-taking among residents, 
graduate residents’ reflections on their care experiences, and current residents reflections of their care 
experiences. While these studies provide valuable insight into the nature of residential child care thy 
have been sourced from University repositories and have not been published in peer-reviewed journals. 
In spite of the current author’s efforts to identify studies from high impact journals, the only studies that 
could be identified were sourced from journals that possessed a low impact factor. It would appear that 
the limited number of published studies in the area of residential child care is compounded by the 
placing of those studies that have indeed been published in journals that have a limited impact in the
field. As such it would appear that there is a considerable gap between the literature and clinical prctice 





Table 1 Themes of Literature Review 
Theme 1 
The Irish residential sector has undergone several l gislative, structural and ideological 
developments between the workhouses of the 1830 to the present era.  
Theme 2 
A small but established field of empirical research has developed in the area of residential 
child care both in Ireland and throughout the Western World 
Theme 3 
The quantitative studiesprovide valuable awareness into some of the various phenomena that 
exist  within the sector but they provide little exploration of what those phenomena exist 
Theme 4 
No qualitative studies were identified that explored sidential child care in Ireland and as 
such the application to those that were identified to the unique Irish setting are unclear 
Theme 5 
The qualitative studies provide deeper insight into some of the reasons that explain the 
presence of some phenomena within residential child care and they highlight how the 
answers in relation to residential child care tend to depend significantly on the personal or 
professional back ground of those asked.  
Theme 6 
The studies conducted in Irish residential child care settings have either not been published at 
all or have been published in low impact journals indicating a gap between the research and 
the clinical practice in the area of residential chi d care in Ireland.  
 
The practice of resigning residential child care to the backwaters of academic and social consciousness 
has, in the past, facilitated abuse and neglect within the sector and led to horrific experiences for many 
of the residents. There is, therefore, an onus on th se inside the residential childcare sector to maintain a 
culture of openness and transparency within the sector. There is also an onus on the research field to 
explore the sector and to disseminate that knowledge in a manner that informs the mainstream academic, 
public knowledge and clinical fields.  
From the studies that have been conducted in the field it is apparent that the answers with regard to 
residential state care depend significantly on who is asked the question. Although there is an establihed 
process of qualitatively exploring the experiences of clinicians working in various sectors, no studies 
have been located that explore clinicians’ experiences of working within the residential care sector in 
Ireland, or indeed elsewhere in the world. The ACTS clinicians are unique in their position within the 
Irish residential care sector in that they come into contact with many young people across a variety of 
residential units throughout the country. Therefore, it is possible that the ACTS clinicians’ experienc s 
of working within the sector could represent a valuable perspective within the Irish residential sector that 




Table 2 Personal Reflection Box 1. 
Conducting critical literature reviews has always presented a challenge for me, personally. The most 
common feedback I have received on my academic submi sions as part of my doctoral training has been 
that the information is presented cohesively and logically but that my literature reviews are not 
sufficiently critical. In this regard, I feel there are two opposing skill sets required for the scientist and 
practitioner roles of clinical psychologist. As a practitioner or therapist I generally seek to place less 
emphasis on the negative aspects of my clients’ behaviours and rather tend to focus on the positives. 
However, as a scientist, in academic writing and critical literature reviews there is a requirement for me 
to shift stance and pay due attention to the positive aspects of the papers but also to take heed of the 
limitations of the research. This shift has been the nub of the challenge for me. Therefore, the critical 
stance within the current literature eview is the result of a deliberate effort to inform my critical reading 
and the use of checklists such as the ‘Criteria for evaluating qualitative studies’ (Bromley et al., 200 ). 
The process has been extremely enlightening for me and I feel that at the end of this process I have 
finally started to overcome my difficulties with critical appraisal and as such brought more balance to 









Chapter 3: Methodology 
3.1. Chapter Introduction 
This chapter opens with an outline of the aims and rationale for the study as a whole, followed by the
rationale for choosing a qualitative approach to the enquiry. The chapter continues with a detailing of the 
data collection process and interview format. The capter then outlines the reasoning behind selecting 
Interpretive Phenomenological Analysis (IPA) as a means of data analysis and details the processes 
involved in IPA analysis. The chapter concludes with a discussion of insider-outsider research and 
rigour in qualitative research and how both concepts were incorporated into the current study.    
3.2. Aim of Study 
The primary aim of the study was to explore the experiences of ACTS clinicians in their delivery of 
clinical services to residents of mainstream resident al care, special care and juvenile detention centres in 
Ireland. The study is the first study to be conducted on this population and the ACTS service is a new
and emerging service that exists within a new and emerging organisational and societal framework. As 
such, no assumptions can be made about the experienc s of these individuals within the service and this
study aims to adopt an explorative stance in order to illuminate the experiences of clinicians working 
within the ACTS service.  
 
The researcher seeks to bring the experiences of ACTS clinicians from the unknown to the known and to 
articulate their experiences. The study has the potntial to help provide greater illumination of the 
unique rewards and challenges of working with a ‘difficult to engage’ client group under the modern 
paradigm of residential care. It is also possible that the wide range of backgrounds and experience of 




3.3. Rationale for Study 
The genesis of the current study came about when the primary researcher was employed as an Assistant 
Psychologist to a Senior Clinical Psychologist within ACTS prior to beginning clinical training. This 
placement occurred when the ACTS service was being stablished and he very much enjoyed working 
with young people in the special care and detention sectors. The primary researcher had the opportunity 
to observe some of the many challenges and opportunities that faced young people in residential care in 
the modern era of residential child care. The primay researcher also had the opportunity to observe how 
clinicians working with this client group were faced with a novel set of challenges, rewards and 
opportunities as they embarked on a pioneering voyage of being among the first clinicians to operate a 
specialised and dedicated clinical service to young people in residential centres throughout the state. 
However, the experiences of the ACTS clinicians has never been explored or described in the academic 
literature and as such little is known about the experiences of the ACTS clinicians. Owing to this lack of 
description the service is vulnerable because its strengths and limitations remain unarticulated and ay 
attempts to develop the service could be misguided, as stated in the introduction to the current study,  
‘Good description is important. It is the basis of s und theory. Unless we have described something 
accurately and thoroughly, attempts to explain it will be misplaced’ (De Vaus, 2013, p. 18). 
 
The primary researchers interest was to return to the ACTS service to explore and describe how 
clinicians have experienced working with the ‘difficult to engage’ clients, in the new paradigm of 
residential care in the modern post-industrial school, post-institutional era, with the aim of uncovering 




The ACTS team provide a unique perspective in resident al child care in Ireland because they come into 
contact with a wide variety of professionals and family members on a regular basis in the course of their
roles. The ACTS team are multidisciplinary and experienced senior practitioners within their respective 
disciplines thus providing a broad scope of background and training. As such, ACTS clinicians are well 
placed to provide a broad perspective and contribute to the collective knowledge and understanding of 
best practice in residential child care.  
 
In addition, ACTS clinicians form a specialist team dedicated solely to providing a clinical service to the 
residential sector and, as such, are likely to have ccumulated significant exposure and experience 
within the residential sector in the undertaking of their daily clinical practice. The current study differs 
from previous studies in this area of residential chi d care in Ireland because it seeks the perspectives of 
a group of clinicians who come from many different training backgrounds and have access to many 
different residential centres but, yet, are all part of a team who share their findings and observations at 
team meetings.  
 
3.4. Selecting Approach to Data Collection 
Traditionally, within the field of psychology, rigor us research has predominantly been associated with 
a scientific approach and quantitative methods of enquiry. However, in the past two decades it has 
become apparent that many of the concerns of social s ientists are not accessible through quantitative 
methods and that a different approach is required to access these areas of interest to social scientists. 
Qualitative research methods provide one alternative approach as they allow the researcher to develop 
an idiographic understanding of the participants’ experiences and what it means to be them, within their
social reality, within a particular situation (Biggerstaff & Thomson, 2008).  
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As the current study is the first to explore the experiences of clinicians in the ACTS service there is no 
previous data to compare and contrast quantitatively. In addition the limited numbers of participants 
would render any quantitative data meaningless. The current study is explorative and discursive in 
nature as it is the idiosyncratic experiences of a sm ll group of clinicians that is sought. The study seeks 
to gain an understanding of, rather than quantify, the experiences of cliniians. Therefore, a qualitative 
means of investigation was identified as the most suitable paradigm to reach the aims of the study as this 
design can provide a thorough, rich and detailed account of the experiences of ACTS clinicians. 
Individual semi-structured interviews were identified as likely to provide the best opportunity for greater 
depth of discussion around individual experiences while at the same time ensuring that the research 
questions are addressed. Focus groups were considered, but were abandoned, because they were 
considered to provide less depth than individual interviews (Smith, Flowers and Larkin, 2009) 
3.4. Selecting Between Qualitative Approaches 
As discussed above, a qualitative design was identifi d as the most suitable approach through which to 
answer the research question of the current study. The one outstanding question was: which method of 
data analysis would likely yield most fruit? Within qualitative study there are generally five analytical 
approaches to choose from: biography, case study, grounded theory, ethnography, and 
phenomenological (Creswell, 2013). Each of these fiv  approaches will now be discussed along with the 
reasons for selecting a phenomenological approach for the current study. Biographical studies and case 
studies are usually limited to study the experiences of one individual with a view to identifying 
narratives of that one person’s experiences. Neither t  biographical or case study approaches were 
deemed suitable for the current study because a broade  range of experience was required in relation to 




The third of the five approaches to be discussed is that of grounded theory. Studies that adopt a 
grounded theory approach generally aim to generate or discover a theory of a phenomenon that relates to 
a particular situation (Creswell, 2013). In grounded theory studies, the researcher typically conducts 20 
to 30 interviews in order to generate sufficient daa to permit saturation within the gathered data 
(Creswell, 2013). The large amount of time as well as the number of participants that a grounded theory 
approach would require was deemed, by the research team, to be beyond the scope of the current study.  
The fourth possible approach to be discussed is that of ethnographic studies. Ethnographic studies are 
widely used by cultural anthropologists as they aimto describe and interpret the culture of a social group 
system (Creswell, 2013). The process of ethnographic study typically requires prolonged observation of 
the participants in their environment and for the researcher to become immersed in their day-to-day lives 
with a view to understanding the meaning of the behaviours, language and cultural norms within a given 
population. Such a means of observation would not be accessible within the bounds of the current study 
and as such an ethnographic study was also deemed unsuitable.  
The fifth qualitative approach to be discussed is that of phenomenological studies. Phenomenological 
studies generally tend to explore the lived experiences of several individuals in relation to a particular 
concept, issue or phenomenon. Phenomenological means of investigation have their roots in the 
philosophical perspectives of Husserl, Heidegger, Satre and Merleau-Ponty (Creswell, 2013). In 
phenomenological studies the researcher seeks the central underlying meaning or essence of an 
experience. The psychological approach to phenomenological research aims to collect data from 
individuals who have experienced a particular phenomenon and to gather their lived experiences of that 
phenomenon. As such, the phenomenological approach t  qualitative research was considered the most 
appropriate means, through which the aim of the current study could be achieved, because it is the lived 
experiences of a group of clinicians operating within e same service that is sought by the study.  
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3.5. Ethical Approval 
Ethical approval for the study was provided by the Túslá National Office for Information Data 
Protection and Research in July 2015 (See Appendix 1).  
3.6. Data Collection 
The primary researcher gained access to the multidisciplinary team meetings of the three ACTS teams 
located in Dublin, Limerick and Cork during which clinicians and managers were informed of the nature 
of the study and were provided with an opportunity to ask questions. All of the ACTS clinicians were 
invited to take part in the study. Information leafl ts (see Appendix 2) and consent forms (see Appendix 
3) were provided and it was requested that those who ere willing to participate return the consent 
forms by post directly to the researcher or by contacting him by telephone.  
3.7. Participants  
The ACTS team currently consists of: 
• Senior Clinical Psychologists  
• Senior Social Work Practitioners  
• Addiction counsellors 
• Senior Speech and Language Therapists,  
• Social Care Workers.  
 
A total of 11 clinicians demonstrated an interest in taking part in the study by phoning the primary 
researcher directly. The 11 clinicians provided representation from each of the disciplines within the
ACTS service. Owing to the small number of members in each discipline within ACTS a further 
breakdown of the participants and the disciplines they represent are not provided in order to protect the 
identity of the participants and to honour the confidential nature of the study.  
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3.8. Interview Format  
The interviews were conducted in the respective regional offices of the ACTS service at the convenience 
of the participants and were audio recorded (See app ndix 4 for Interview Guide) . During analysis of 
the interview recordings, and also during the transcription process of the pilot interviews, it emerged in 
supervision that the primary researcher was conducting interviews with the participants in a manner 
more befitting of a therapeutic setting than a research setting. It was highlighted in supervision that the 
researcher was engaging in excessive feedback and summarising during the interview process. This 
practice was deemed to be somewhat leading in nature nd as such demonstrated a risk to rigour in the 
study. As such, the primary researcher, in conjunctio  with his supervisor, developed an interview guide 
that aimed to build upon the clinical skills of the primary researcher and to make them more applicable 
to the research settings.  
3.9. Identifying Method of Data Analysis 
IPA is an experiential qualitative approach to research in psychology and the human, health and social 
sciences. It was developed by Jonathan Smith of Birbeck University in London (Smith et al., 2009) to 
allow for the rigorous exploration of idiographic subjective experiences and it is now widely used within 
British and Irish psychology (Biggerstaff & Thompson, 2008). Smith at al. (2009) state, in keeping with 
the view of William James, that psychology should be both experimental and experiential and that IPA 
meets both these criteria. Smith et al. (2009) suggested that IPA is an effective approach to exploring the 
sense that people make of their world. They provide thr e conceptual principles to guide IPA research: 





Phenomenology refers to the study of how individuals experience their experiences and make sense of 
the world they inhabit. Hermeneutics relates to individual interpretation of experiences. In IPA the 
process of the researcher interpreting the participant’s articulation of their interpretation of their 
experience is referred to as the ‘double hermeneutic’ and is an integral part of IPA. Idiography refers to 
an emphasis on the individual or the particular. IPA aims to gather a detailed analysis of small samples 
and a richer understanding of their experiences. Generalisations beyond the sample are often limited and 
are not usually the primary aim of the study (Smith et al., 2009).  
 
In IPA there is less emphasis on themes ‘emerging’ or ‘being discovered’ from the text, or the researche  
passively ‘bearing witness’ to these processes, as is the case in more descriptive qualitative approaches. 
Notwithstanding the disapproval of this passive stance by some researchers who adopt a thematic 
analysis approach (see Braun & Clarke, 2006), in IPA the researcher is more explicitly accounted for as 
an active and biased agent in the analysis (Pringle, Drummond, McLafferty & Hendry, 2011). It is likely 
that the depth and scope for creativity permitted within the IPA approach will lead to more interested 
engagement from the reader of the current study than would likely be the case with a thematic analysis 
or narrative approach. The IPA approach is also more ‘open’ to acknowledging the primary researchers 
contribution as an insider investigator and any bias that he might be bringing to the analysis by virtue of 





3.10. Process of Data Analysis  
The conduct of psychological phenomenological research has been addressed in a number of writings 
and there is general consensus on how to proceed (Creswell, 2013). Smith et al. (2009) identify the 
following six steps with regard to conducting IPA analysis of interview transcripts: 
1. Reading and re-reading 
2. Initial noting   
3. Developing emergent themes 
4. Searching for connections across emergent themes 
5. Moving to the next case 
6. Looking for patterns across cases 
Each of these steps of the data analysis process will no  be outlined in more detail with reference to the 
extent to which they were, or were not, deemed applicable to the current study.  
Step 1: Reading and re-reading 
The researcher immersed himself in the original data through transcribing the audio recordings of the 
interviews verbatim, listening to the audio recording several times and reading the transcriptions as 
single pieces three times each. This process allowed the researcher to enter a phase of active engagement 
with the data and to facilitate an appreciation of the ebb and flow of each individual interview.  
Step 2: Initial noting 
The transcripts were analysed on a line-by-line basis nd explanatory comments were made in the wide 
margin of each line that aimed to summarise the issue that the participant was referring to at that 
particular point in the interview. In accordance with the recommendations of Smith et al. (2009), 
explanatory comments aimed to explore the descriptive (describing the content of what was said), 
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linguistic (specific use of language) and conceptual (interpreting what was said) nature of the 
participants’ comments (see Appendix 5). 
Step 3: Developing emergent themes 
The explanatory notes and discrete parts of transcript  were analysed and the data reorganised into 
chunks of related responses from each of the participants. The themes were articulated in a manner that 
aimed to capture the essence of the content that related to each theme. The themes were then ordered 
chronologically (see Appendix 6).  
Step 4: Searching for connections across emergent th mes 
The transcripts were individually analysed with a view to identifying the parts of each transcript that 
related to a particular emergent theme and those parts of the transcript were highlighted. The content that 
related to each theme was highlighted using a specific colour that was associated with a particular 
theme. A design representation of the themes was then generated. (see Appendix 7) 
Step 5: Moving to the next case 
The process of reading and rereading, initial noting, identifying emergent themes and searching for 
connections across themes was repeated individually for each of the remaining interview transcripts. A 
far as possible the emergent themes from the initial transcripts were bracketed from the analysis of the 
following transcripts in an effort to allow new them s to emerge and to maintain the idiographic nature 
of the analysis.  
Step 6: Looking for patterns across cases 
Each of the tables were laid out on a large surface in order to ‘eyeball’ the frequency of occurrence of 
the various themes across the dataset. Connections and contradictions within the large dataset were 
explored. The themes within each of the tables were then coloured using a highlighter pen with each of 
the themes coloured differently. Connections within the dataset were represented through connecting 
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lines that were also colour coordinated. A diagram of the data was then generated where each of the 
themes was listed in rows and the occurrence or non-occurrence of each theme in each individual 
transcript was reported in the columns (see Appendix 8). .  
3.11. Insider-Outsider Research  
With regard to qualitative research that aims to develop some understanding of individuals within 
specific organisations it is the generally approved standard that the research should be conducted by 
individuals who are not connected with the organisation and are not employed within the organisation. 
Morse (1998, p. 61) stated that: 
It is not wise for an investigator to conduct a qualitative study in a setting where he or she is already 
employed and has a work role. The dual roles of investigator and employee are incompatible, and 
they may place the researcher in an untenable position.  
In this sense it is generally recommended that organisational research is conducted by ‘outsiders’ to that
research. By contrast, in their discussion of ‘insider research’, Brannick and Coghlan (2007) outline 
several advantages of research being conducted by individuals who operate within the organisation they 
are studying.  
 
While Brannick and Coghlan (2007) specifically refe to action research within organisational systems, 
which differs methodologically to the current study, their writings on insider-outsider research posses  
some interesting parallels with the current study and therefore merit discussion here. Brannick and 
Coghlan (2007, p. 59) describe insider researchers who are ‘complete members of organisational 
systems and communities’ and they conduct research ‘in and on their own organisations’. With regard to 
the current study, the primary researcher was neither a complete outsider, as he was previously 
employed within the organisation under study, but nei her did he meet the criteria for being an insider, as 
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outlined by Brannick and Coghlan (2007), because he was not employed by the organisation for a period 
of two years prior to the beginning of the research. Nonetheless, the insider aspect of the primary 
researcher’s position merits some discussion.  
 
Insiders possess an informed perspective within organisational research by virtue of them being more 
familiar with the surroundings and nuances of the organisation within which they study, and rooted in 
their experience in the organisation. Insider research is particularly suited to the hermeneutic tradition 
within qualitative research because this approach involves ‘entering into the culture, understanding 
shared values, speaking the cultures language, and so on’ (Brannick & Coghlan, 2007, p. 64) and much 
of these characteristics are already attained by the insider researcher. Coghlan (2001) notes that insider 
research is popular for practitioners who are undertaking academic programmes in conjunction with full-
time employment to select their own organisation as the site for their research. Brannick and Coghlan 
(2007, p. 72) state that insider research ‘is not only valid and useful but it also provides important 
knowledge about what organisations are really like, which traditional approaches may not be able to 
uncover’.   
 
Therefore, it can be understood that the current research is being undertaken in a research context 
whereby insider action research is commonly practiced. Although the current study could not be defined 






Along a similar vein the current research might also be described as ‘backyard research’. Back yard 
research is ‘a term used to describe research conduted in an environment in which the researcher 
already holds another role. An example would be a classroom teacher conducting research within her 
own classroom’ (http://www.igi-global.com/dictionary/backyard-research/2143). Malone (2003) 
outlines some of the challenges associated with backyard research some of which have relevance to the 
current study such as the role of coercion and resistance. Malone (2003) gives an example of how the 
recruitment of the professor (Peter) within her department as gatekeeper for the study, and his inheret 
position of authority in the department, might have reduced the capacity of the students within that 
department to withhold their consent to participate. Malone (2003) sated that the students ‘were coerced 
by Peter’s commitment’ (p. 803). There are some possible parallels of process within the current study 
but the presence of coercion is unlikely. The current research was explicitly supported by the 
management team within ACTS but they were not involved in recruiting participants, neither were they 
informed of who had or had not participated in the study. In addition, the participants had several 
opportunities to withdraw their participation from the study. As such, the potential for the implicit and 
subtle coercion as referred to by Malone (2003) was limited in the current study.  
 
Malone (2003) also discusses the process of researchers becoming the researched and how in many 
settings the participants’ limited understanding research hinders the provision of truly fully informed 
consent. In the case of Malone (2003) the research was conducted mostly on fellow experienced 
researchers and as such their consent could be considered to be fully informed. In the current study 
many of the participants were also researchers or had completed research projects as part of their 
professional training and as such their consent could also be considered to be informed. Malone (2003) 
also noted that the position of most of her participants as researchers might led to an advanced 
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metacognitive awareness of the research process among her participants. She said that this shared 
understanding of the research process between her and the majority of her participants contributed 
towards a more ‘covenantal’ relationship between the researcher and the participants. In a similar vein, 
the position of the ACTS clinicians as researchers themselves could have contributed towards a deeper 
understanding of the nature of the research process. In addition, the participants’ awareness that the 
researcher had some experience of working within the ACTS service and with the difficulties 
experienced by the clinical population might have contributed towards a more ‘covenantal’ relationship 
between the researcher and the participant.  
 
Perhaps the most relevant component of the Malone (2003) paper on backyard research has to the 
current study related to the ‘shifting loyalties, shifting roles’ of this form of study. In the case of the 
current study the researcher experienced a sense of loyalty towards the participants, the research 
supervisors, the research process, the field of qualitative research, the course directorate, the ACTS 
service, and possible future researchers within the ACTS service. In this regard Malone (2003) refers to 
the challenge of ‘balancing sensitivity with honest reporting’ (p. 807). This process of being aware of 
the various loyalties involved in such research wasa challenge for the current researcher, owing large y 
to his position as a novice researcher. Reflective discussions in supervision and with peers provided 
increased insight into the presence of the loyalties and also provided opportunities to discuss how the 
loyalties can be balanced. The remaining parts of this chapter outline the steps taken to balance those 





Prion and Adamson (2014, p. 107) define rigour as ‘the criteria for trustworthiness of data collection, 
data analysis, and interpretation. Rigour in qualitative research can be loosely compared to reliability 
and validity in quantitative research’. Morse, Barret, Mayan, Olson and Spiers (2002) open their paper 
with the eye-catching statement of ‘without rigour, research is worthless, becomes fiction and loses it  
utility’ (p. 2).  
 
In 1985, Lincoln and Guba published a seminal textbook entitled ‘Naturalistic Inquiry’ that outlined the 
criteria for rigour in qualitative research. Their four criteria have endured and they remain the 
benchmark for rigorous qualitative research into the current era (Prion & Adamson, 2014; Morse et al., 
2002). The four criteria of rigour discussed by Lincoln and Guba (1985) are: credibility, transferability, 
dependability and confirmability. Each of these four criteria will now be discussed in more detail with 
specific reference as to how they were aspired to within the current study.  
 
Credibility is defined as ‘truthfulness of the data nd its subsequent interpretation’ (Prion & Adamson 
2014, p. 107). Credibility was sought in the current study through asking participants to validate their 
interview transcripts. The emerging themes that were identified by the primary researcher were also 
discussed, explored and clarified with the participants. Other efforts to enhance credibility in the current 
study included engaging in insightful discussion with members of the research team with regard to inter-






Table 3 Personal Reflection Box 2 
I was surprised at the level of commitment that theparticipants gave to analysing their interview 
transcripts that were emailed to them following my transcription. I had expected that the participants 
would only give the transcripts a cursory glance before giving their approval for the transcript. I was not
even sure if many of the participants would take up the offer of reviewing their transcripts. However, it 
transpired that the vast majority of the participants (eight out of the 11) reviewed their transcripts. 
What’s more, they reviewed them with a high level of detail, many correcting slight typographical errors 
in the text. There was unanimous appreciation among those that took part for the effort that was taken to 
capture the essence and detail of the int rviews in the transcripts. In discussions regading this outcome 
with my field supervisor it was noted that it is very rare in life that anybody listens to what we have to 
say with such intenseness that they take the time and effort to transcribe exactly what they heard. This 
outcome served to enhance my appreciation one of the possible side-benefits of qualitative research. 
This insight also prompted me to investigate any means through which this approach could be applied in 
clinical settings; to my delight I discovered literature pertaining to the practice of writing ‘therapeutic 
letters’ (Rodgers, 2009) as a means of applying this sk ll to engaging with psychotherapy clients. In this 
regard, my position as a scientist practitioner wasstrengthened further as a serendipitous finding of my 
practice as a researcher helped to inform my practice as a therapist.  
 
Transferability refers to the extent to which the findings of the current study can be generalised to other 
populations. The findings of this study could be transferable to other clinicians who are working in the
residential child care sector. They could also be a r ference source for other services who are in their




Dependability refers to ‘the ease with which readers and other researchers can follow the original 
researcher’s decision making process during the study’ (Prion & Adamson, 2014, p. 108). Dependability 
was aspired to in the current study through a thorough description of the approach taken in the 
methodology component of the current paper.  
 
Confirmability refers to the ‘absence of researcher bias and the assumption of the clear delineation of the 
researcher’s perspective’ (Prion & Adamson, 2014, p. 108). True confirmability was unlikely to be 
achievable in the current study due to the researchr’s previous employment within the ACTS service. 
However, this possibility of bias was clearly stated within the design of the research. Nonetheless, the 
primary researchers previous role within the ACTS service serves to enhance the study through 
providing a familiarity with the subject matter and the contextual language of the service.  
 
Other threats to confirmability might be less explicit but present nonetheless my virtue of the 
researcher’s life experiences to date. In spite of the efforts to reduce researcher bias it is suitable to 
declare the general life experiences of the research r here in order to provide the reader with a better 
understanding of the researcher and how this might have influenced his interpretation of the data. 
Anthony Webster is a 31 year old man who grew up with his parents and two brothers in a small town in 
Ireland. He attended the local primary and secondary schools and was involved with sports clubs and 
activities in his local community. He lived with his parents before leaving home to attend University in 
the west of Ireland and later in the UK. Anthony has never spent any time living in state care and he had 
very little contact with individuals who had been in state care before taking up a role as an Assistant 
Psychologist within the ACTS service in 2011. During his time as an Assistant Psychologist with the 
ACTS team Anthony learned about some of the many difficulties experienced my young people before 
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and after they are placed in state care. He learned about attachment informed practices with regard to 
young people in residential care and he observed and p rticipated in discussions around this topic and he 
gained an understanding of the value placed by clinicia s on developing positive relationships with the
young people they work with. At the time of conducting the current research Anthony was a student on 
the Doctoral Programme in Clinical Psychology at the University of Limerick,  
 
In addition to the consideration of rigour promoted by Lincoln and Guba (1985) the current research 
adopted an approach where audio recordings of the in erv ews were scrutinised by the field supervisor of 
the research to ensure that the primary researcher was adopting an interview style that reduced, as much 
as possible, the contamination of the data collection process by means of bias. Therefore, significant 
efforts were made to ensure that the current study met established standards of rigour at both the data
collection and the data analysis stages of the study.  
Chapter 4: Results 
4.1. Chapter Outline 
The IPA analysis of the interview transcripts revealed three superordinate themes that were unified 
under the heading of ‘Going the Extra Mile’. This heading was decided upon as an appropriate means of 
encapsulating the entirety of the dataset in as concise a means as possible. Under the heading of ‘Going 
the Extra Mile’ there are three superordinate themes entitled: ‘The Journey’, ‘The Path’ and ‘The 
Passengers’. The following chapter presents these sup rordinate themes as well as their subordinate 
themes alongside an interpretation of the data within each theme. The themes of ‘The Journey’ and ‘The
Passengers’ are uni-linear in nature as each of the subthemes relate directly to the superordinate theme. 
The theme of ‘The Path’ differs from the others in that it is split onto three components under the 
subheadings of ‘The Smooth’, ‘The Rough’ and ‘Navigt on’.  
52 
 
Please note that the use of three consecutive full stops in participant quotes denotes a pause in the 
participant’s speaking. The use of five consecutive full stops denotes the removal of some text. This 
removal of text was done to aid the cohesiveness and succinctness of each of the participant quotes as 
pertinent to the researcher’s interpretation. To further enhance the ease of reading of this section, efforts 
were made to keep the participant quotes adjacent to the account of the researcher’s interpretation of the 
quotes and as a consequence there are some blank spaces at the bottom of some pages where the ideal 
positioning of the data and the interpretation was not permitted.  
Table 4 overleaf outlines the personal reflections f the primary researcher with regard to the process of 
analysing the data. A diagram of the themes under the heading of ‘Going the Extra Mile’ is depicted in 
Table 5.  
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Table 4 Personal Reflection Box 3 
At this stage in the research process I had completed the arduous task of transcribing the interviews and I 
had completed the line by line coding of the transcripts. I had grouped the most commonly occurring codes 
into themes and ranked them in order of their frequency and was ready to begin listing them as themes in 
order of potency. However, this process felt somewhat quasi-quantitative in nature and I had an insightful 
discussion with my field supervisor on the qualitative researcher role. I expressed that I felt that the 
process of qualitative research felt something like high end journalism. Through a collaborative 
exploration of this metaphor we explored my practice as perhaps more befitting of a reporter than a 
journalist as I was simply reporting on what I found without adding much interpretation or creativity to 
those findings. My field supervisor advised me to engage the ‘I’ in IPA and to consider the data in a more 
holistic and philosophical sense. He encouraged me to muse on metaphors that might serve as a vehicle for 
bringing the dataset together and conveying the livd experiences of the participants in a compelling a d
cohesive account. This prospect energised me and I spent much time over the Christmas holidays musing 
on the data and searching for sme unifying concepts that bound the data together. In the end I settled on 
the metaphor of ‘going the extra mile’ as a fitting allegory to convey the experiences of the participants. 
This process felt much more creative and rewarding o  my part and I felt liberated by the individualistic 
nature of IPA analysis. The comparison of the reporter and the journalist served as memorable metaphors 
for my own experiences and it also provided me with an understanding of the differences between 
Thematic Analysis and IPA; in Thematic Analysis the researcher presents the data in a manner similar to 
that of a news reporter simply recording and disseminating the facts of a particular event such as the tim  
of an accident and number of casualties. Conversely, in IPA the researcher presents their findings with a 
greater degree of interpretation that aims to capture the experiences of those at the centre of the event to as 
great a degree as the hermeneutics will allow. For my part, the task of being a journalist was much more 









4.1. The Journey 
The first superordinate theme to be discussed in this section is ‘The Journey’. This theme was so entitl d 
in an effort to encapsulate the major components of the daily clinical practice of the ACTS clinicians. 
The theme of ‘The Journey’ contains three components under the headings ‘Relationships, 
Relationships, Relationships’, ‘Following the Client’ and the ‘Journeying Backward and Forward’. Each 
of these three components will now be discussed in turn.  
 
4.1.1. Relationships, Relationships, Relationships 
The most dominant theme to emerge is the importance of r lationships in the professional roles of the 
participants. Without exception the participants referred to relationship building as a key part of their 
role to the extent that many of the participants appe red to view relationship building as the raison 
d’être of the ACTS service as a whole. The pursuit of positive therapeutic relationships appears to be the 
primary reason why ACTS clinicians ‘go the extra mile’ n their clinical practice. Relationship building 
is therefore understood as the driving force or destination within the overall metaphor of the journey: 
 
Chris: Relationships are the key to it all I think for us. 
Dara: Relationship is absolutely key. 






Several participants made multiple references to relationship building within their interviews. They 
appeared to do so as a means of explicitly emphasising the premium they place on the development of 
positive therapeutic relationships with the young peo le they work with: 
Jo: I'm afraid of sounding like a broken record but I am going to... it’s the capacity to build a 
relationship with these children. For me, I think it is my most important task... I can’t do anything 
therapeutically or anything at all with these children unless I’m able to build a relationship with 
them and that’s my most important task. 
 
The premium placed on developing positive relationships was not limited to the clinician-client 
relationship. Some participants referred to their role in helping the young people to development positive 
interpersonal relationships with other individuals in their lives. It appears that many of the participants 
hold the view that positive relationships are a core component of a good quality of life and that positive 
interpersonal relationships help to provide meaning to one’s life. In this regard, some participants 
articulated how they aim to improve the quality of the lives of the young people they work with by 
helping to provide them with the skills to develop better quality relationships throughout their lives:  
Sam: My goal for most of the young people is to support them to have better relationships and to 
develop a life that’s meaningful. 
Charlie: The person that they have the most important relationship with and in some cases that might 
be us but in many situations it might be somebody else in the network so our most important role 





Several participants referred to a broader concept of relationship building with all the stakeholders 
within the residential child care system. They emphasised the value placed upon the development of a 
network of positive relationships with all the professionals and services that work with the young 
person: 
Chris: It’s very energy based and relationship based, r lationship with the kids, relationship with the 
staff, relationships with the system... 
 
It is implied in the many references to the value of building positive therapeutic relationships within the 
role of the ACTS clinician that the building of strong relationships is neither a short-term or simple 
project. Many of the participants described the necessity for persistence over time in order to facilitate 
the establishment of effective therapeutic relationships. They also outlined how the relationships they 
develop evolve over the course of their time together: 
 Chris: Especially after two to three years and the relationship is established you mightn’t, they 
mightn’t, need to see you every week or every two weeks or even every month even at that stage but 
the fact that they know that that button is there and they can make that call sometimes is enough for 
them to know that, it gives them that confidence to keep going and doing what they do. 
 
4.1.2 Following the Client  
As discussed in the introduction to this paper, there are four regional hubs of the ACTS service with two
based in Dublin, one in Limerick and one in Cork. These regional hubs are aligned with the locations of 
the special care and detention centres served by ACTS. However, when young people leave their special 
care or detention centre their care continues, for the most part, in mainstream residential units which can 
be located anywhere in the country. Within the servic s that young people served by ACTS reside, there 
58 
 
tends to be a high amount of placement breakdown and placement relocation. The young person could 
then be relocated to alternative residential care settings in a wide variety of locations throughout the 
country. The participants gave several examples within their individual practice of travelling between 
cities, towns and villages throughout Ireland as they follow their clients into the residential settings 
where they are placed.   
 
The participants appeared to recognise the potential disruption of frequent relocation to the development 
of positive interpersonal relationships. They highli ted that even when positive therapeutic 
relationships become established, additional effort is equired in order to maintain the relationships over 
time with the young people: 
Pat: I think you have to expose them to a large amount of deep listening. Emmm, and I think 
sometimes that’s where the patience comes in becaus they don’t trust easily. 
The participants appeared to view their roles within t e ACTS service as quite different to those of other 
professionals within the care system because, unlike residential based personnel, ACTS clinicians 
continue to meet and work with young people across and throughout their multiple placements. The 
participants appeared to view this process, of following the child through their journey through the care 
system, as a means of deepening their therapeutic relationship with the child further than would be th 
case if they were not permitted to follow the child through their placements: 
Chris: But the kids seem to be telling me is they like the fact that if they go from one place to another 
and that no matter where they go they know that ACTS are there... 
As a consequence of this practice of following the cli nts throughout their placements, ACTS clinicians 
are often required to spend considerable amounts of ime travelling between the diverse locations of 
residential child care settings spread throughout the country. The distance traversed by ACTS clinicias 
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in their roles is an ongoing and interregnal aspect of their journey and it symbolises an important aspect 
of ‘going the extra mile’. Several clinicians made multiple references to the amount of their working 
week dedicated to travelling between the sites where their clients reside: 
Fran: I travel an awful lot. 
Alex: A lot of travel, my typical week would be a lot of travel. 
 
Several of the participants discussed how difficult it can be to manage their case-load and maintain their 
written records and notes. These difficulties are compounded by the amount of time that the clinicians 
spend travelling in their cars as part of their role which significantly reduces the opportunities to write 
session notes and reports: 
Dara: Notes! It’s so hard because how you train a clinician you know, you see a person, at the end of 
the session, the person leaves you take ten minutes to write up some notes..... They don’t prepare you 
for driving across the country, you're phoning peopl , you're jumping back in your car, you're 
driving on to another meeting.  
Alex: We don’t have the luxury of an administrative staff but it would be great if I did because then I 
wouldn’t worry too much about the files. 
 
However, participants frequently stated that their extensive travel commitments are worthwhile and that
the time spent travelling pays dividends by fostering the development of more secure relationships with
the young people which would not be possible otherwise. It would appear that, within the ACTS service, 
geographical uncertainty is no barrier to relational certainty: 
Jamie: Travel obviously is a part of that and do you know what it’s worth it..... when you actually do 
follow them it’s rarely you don’t get to see them, it’s very rarely you don’t get to see them..... For me, 
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initially the biggest challenge was the travel... But then getting to see the reward came in that.....so 
now I absolutely will get into the car and don’t even think twice about it. 
Dara: As tough as I find it to travel around after these kids, I know it works. 
4.1.3. Journeying Backward and Forward 
Some of the participants referred to the journeys that young people take throughout their care pathway 
and they outlined their understanding of what young people have as the narrative for their own life story. 
The process of being placed in state care, followed by multiple placement relocations and the various 
corresponding changes in care teams leads to a situation where young people have very few consistent 
adults in their lives. Often there are very few family members or professionals who are consistently 
present throughout the potentially tumultuous journeys of young people through the care systems.  
 
However, ACTS clinicians are in a position to fulfil this function of bearing witness to the experiencs 
of young people over an extended period of time and throughout multiple placements. Therefore within 
the current theme of ‘The Journey’ it is tenable that ACTS clinicians hold an understanding of the 
previous experiences of young people. In addition, it could be argued that a large part of the participants’ 
understanding of their role within the ACTS service is to metaphorically journey backwards with young 
people when required, to help young people to make sense of their life experiences to date: 
Dara: We hold their history with them and they know that... 
Chris: you know those underlying longer term issues.....They’ve not been resolved yet, they’re still 
part of this child’s history that needs to be worked on. 
Fran: because the thing is that we know all the histor es and these kids have such massive files that 




With every journey travelled there remains a journey y t to be travelled. The participants in the current 
study articulated that, as well as helping the young people to understand their previous experiences, th y 
also aim to journey forward with them. The participants expressed how they aim to provide young 
people with a vision of a future life that is diverted away from their current trajectory and one that 
contains fewer negative life experiences: 
Pat: Giving them an understanding script. You know, a script that doesn’t come in and say you're 
always going to be like this, your life is always going to be like this... 
 
Participants highlighted their aim to provide young people with the skills required to make that vision of 
a more positive future become a reality for them: 
Sam: Now it’s more like I suppose step by step building something that can be different that 
incorporates a narrative about the past that's tolerable some way, you know meaningful to the child 
and understanding what young people learn from their experiences and maybe pinpointing target 
points for intervention that maybe young people need to move on. 
4.2. The Path 
The path upon which ACTS clinicians make their journey is not always smooth and the terrain often 
requires skilful navigation. Nonetheless, participants explored many smooth aspects of their role including 
their appreciation of the young people that they work with and the relative ease with which they can be 
engaged. The participants also highlighted the satisfaction that they derive from working with their clients. 
On the other hand, participants also discussed several rough aspects of the path upon which they travel s 
an ACTS clinician, including the emotional burden of working with such an inherently risky client group, 
difficulties with the residential child care system as a whole, and the requirement of some participants to 
clarify their position to other professionals outside of the ACTS service.  
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The participants described the variety of difficulties that they encounter in their clinical roles which 
often require them draw upon the entirety of their p sonal and professional experience to date in order 
to meet the demands of the job. Their accounts illum nated the skilful navigation required to enable 
ACTS clinicians to traverse the paths of their professional role. Examples of such skilful navigation 
abound and include the capacity to manage an unpredictable diary, the ability to subsist on meagre 
rewards, the capability to maintain a good sense of humour and remain resilient in the face of significant 
challenges. Several participants also referred to the application of the Rogerian principles as helpful in 
their navigation of their paths as ACTS clinicians.  
 
Therefore, the superordinate theme of ‘The Path’ differs from the other two superordinate themes in this 
paper because it is multi-linear in nature. It contains three strands entitled ‘The Smooth’, ‘The Rough’, 
and ‘Navigation’. Each of these three strands of the t eme of ‘The Path’ will be discussed in the 
following sections of this chapter.  
4.2.1. The Smooth  
The participants highlighted a passion for what they do within the ACTS service and they discussed 
many aspects of the work which they enjoy. The vast majority of the enjoyable aspects of the role 
centred around their appreciation of the young people they work with as well as the enjoyment that they 
derive from working with them. These components will now be explored further under the sub headings 







4.2.1.1. Amazing Kids 
Genuine warmth towards young people was very evident in many of the participants’ discussions in 
which they appeared to be personally very fond of the young people they work with: 
Sam: The biggest reward of working with ACTS is working with these kids because they're amazing. 
Pat: So our big difference is based on the differences of our clients..... They are resilient to a pretty 
heroic level and they are you know, to me, they're the solders coming back from the war, they've been 
through what most people wouldn’t go through in their life time...they deserve to be known within 
services. 
 
In a manner incongruent with some previous literature in residential child care, such as those outlining 
the prevalence of violent acts committed by the young people there, and others highlighting the need for 
control, participants in the current study often refe red to their position within ACTS as one of privilege: 
Fran: The best way that I can explain the role within ACTS is that I feel very privileged in one sense 
because I get to work with young people. 
 
The participants also made several references to young people being relatively easy to engage with. The
participants appeared to employ the term ‘engage’ to indicate several positive factors relating to a young 
person and appeared to be used as synonymous with the capacity to develop a positive therapeutic 
relationship. This was a remarkable, and somewhat unexpected, finding for a service that serves young 
people who have been referred to as ‘difficult to engage’; none of the participants in the current study 
referred to engaging young people as a significant hallenge. In fact, many participants made explicit 
reference to the ease with which the young people could be engaged: 
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Sam: I suppose initially I would have thought that the biggest challenge would be getting engagement 
with the kids but that doesn’t seem to be as much challenge now, I'm glad to say. 
Chris: It probably sounds like a crazy thing when you’re talking about the cohort of kids that we’re 
working with but I think eventually most kids will engage... 
Jo: The kids are supposed to be difficult! 
 
4.2.1.2. Fun 
Again, in contrast to much of the literature on young people in residential child care, several of the 
participants in the current study spoke of their sense of enjoyment in their role and how fun it can be.
Some of the participants noted that the quick wittedness of many of the young people who they work 
with is likely a function of their difficult life experiences, serving as a defence system against the 
difficult realities of their lives: 
Sam: It’s just the use of humour is so fundamental to their coping with the depths of despair and the 
sort of awfulness of the realities that humour becomes such a part of the interaction style of the 
young people that I kinda get a kick out of that it kinda does you good as well. 
 
It is also possible that the use of humour by the young person is a means through which young people 
facilitate therapeutic engagement with the clinicians, thereby smoothing the path towards the 
development of therapeutic relationships. Ultimately, this sense of humour and fun provides scope for 
rewarding and enjoyable interactions between clinicia s and young people: 
Sam: It’s also probably one of the most fun jobs I've ever had because often the young people are 
really funny..... and the amount of belly laughs at work and not every mental health job you’d be 
absolutely bent over in titters of laughter....  
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4.2.3. The Rough  
The path of the ACTS clinician is, however, not alwys smooth. The role consists of many challenges 
including the difficulties that clinicians experience with ‘the system’ of residential child care as a whole, 
holding the risk associated with young people and the subsequent emotional burden of that, and the 
requirement of some of the participants to frequently clarify their role within ACTS when meeting 
professionals from outside the service. Therefore, th  second subordinate theme under the superordinate 
theme of ‘The Path’ is entitled ‘The Rough’ which encompasses the subheadings of ‘System 
Difficulties’, ‘Risk and Emotional Burden’ and ‘Clarifying Position’.  
 
4.2.3.1. System Difficulties 
One feature of the rough terrain of the ACTS clinicians’ journey highlighted by the participants is their 
frustration with ‘the system’ as a whole. In this regard, participants referred to the many components of 
the residential child care systems. The child care system contains many different stakeholders from a 
variety of training, ideological and professional backgrounds and it would appear from participant 
responses that reaching consensus among all parties wi h regard to designing and implementing child 
care programmes is not always a simple process: 
Jo: And a huge part of my role with that kid was helping the wider system to have a better 
understanding of him and his circumstances. And that was a long and difficult piece of work – it was 
the same conversation maybe 40 times to just try and help them to get an understanding so that we’re 




The frustrations with ‘the system’ outlined by the participants generally related to frustrations on behalf 
of the young people with whom they work. Some participants revealed their frustrations in broad terms, 
referring to the care system as a whole: 
Phil: Emmmm, I think there are some things that are just genuinely frustrating because it’s like...I 
think the word we all use is ‘the system’. But it’s true, like the amount of things that happen that have 
nothing to do with the young people, it’s adults and different agencies that don’t get things right.....  
 
Other participants exemplified their frustrations through the illustration of specific situations when, i  
their clinical opinion, the best interests of the cild are not clearly understood or addressed: 
Alex: How the system can actually hamper a care plan for a child and can actually make it 
worse.....you know the harm reduction model is about y  know reducing harm...but our policies 
don’t allow it so there’s a rigidity. 
 
Some participants made reference to the occasional occurrences when ‘the system’ did get together and 
agree on a plan going forward. It would appear thatwhen this collaboration occurs between different 
parts of the system it can lead to very positive outc mes for the young people concerned: 
 
Sam: Sometimes you’ll get others involved and invested in what you're saying and people can make a 
decision that really is child-centred and they can put themselves and their neck on the line to support 







4.2.3.2. Risk and Emotional Burden 
Another important and challenging issue that participants discussed in relation to their clinical roles was 
the risk that is inherent in their work. The participants detailed an awareness of the precarious profiles of 
the cohort of clients with whom they work and this was understood as another rough part of the path of 
the ACTS clinician: 
Fran: I think there’ll always be cases or clients tha  are so risky in that sense that everyone is very
worried about them and they are worried about them in the sense that they could potentially have a 
fatality or could really significantly hurt somebody else. 
 
Dara: When we look at the behaviours of the children that we work with; they are engaging in things 
that are likely to kill them, you know, very high levels of drug use, very high levels of kind of...I 
suppose behaviours that are very risky like you know joy riding, assaulting people, obvious ones like 
self-harm... there’s a significant percentage of these kids that end up dead, either by suicide, by 
murder, by misadventure all those kind of things they can occur to this group.  
 
Charlie: The acute end of emotional and behavioural problems and in to the more and more acute 
areas and.....the implications for children who areplacing themselves at a level of risk that people 
feel their liberty needs to be taken away so. 
 
Participants also made reference to the requirement to take calculated risks in the interest of the child to 
allow them with opportunities to grow and develop as individuals: 
Sam: it’s risky and can be quite scary by times but often times the young people won’t progress 
unless risks are taken. 
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However, participants noted that within organisational structures where risk is inherent then a culture of 
blame can often arise to counteract that risk. Some participants noted that an emphasis on risk and a 
culture of blame can impact significantly on the capacity to enact child-centred practices: 
 Sam: I suppose a kind of...cultures of blame can emerge in systems where there is a lot of risk 
sometimes the blame makes it harder to accept childentred decisions. 
As well as holding the risk associated with clients of the ACTS service, participants also described the 
difficulties they experienced with bearing witness to the many traumas that young people have 
experienced in their short lives: 
Dara: As well, if you have a high level of trauma in your background, physical trauma, violence, 
assaults, like most of our children tend to do. 
Sam: Most of the cases here would have trauma as a kind of underpinning, a childhood trauma and 
developmental trauma is nearly a given in most cases...particularly sexual abuse. 
The participants described the profound impact that m naging and holding the risk associated with the 
young people as well as bearing witness to this level of trauma and the difficult lives of their clients has 
on them personally. Many participants revealed how the emotional burden of their current role far 
exceeds that of their previous roles. It would appear that one of the considerable consequences of 
developing a therapeutic relationship with this vulnerable client population is the personal emotional 
impact of the role: 
Drew: I think for me it’s probably all the trauma you take on. I think it’s the kind of job that’s very 
hard to leave behind you. I think you’re so exposed to so much... kind of, sadness that it’s quite 
different to any other job for me anyway.....these children are so vulnerable that you carry that with 




Sam: The difficult part about working with the young people that we work with is that so many of 
them haven’t been loved in the way that a child should be loved and that just brings up so many raw 
feelings..... for me the biggest challenge at the sart was kind of just what it brought up in me about 
the existence of people who really would perpetrate such abuses on children so it’s...it’s...raw... 
 
4.2.3.3. Clarifying Position 
Another aspect of the rough terrain identified by participants, with regard to their roles within ACTS, 
relates to the requirement of members of some discipl nes clarify the position to other professionals 
outside of the ACTS service. This difficulty was articulated by most of the professional disciplines, 
other than psychology, represented in this study who are referred to as ‘non-psychologist’ disciplines.  
 
The participants made reference to the absence of a hier rchy of disciplines within the ACTS service 
and that this ‘flat’ structure is generally understood and appreciated by members of the ACTS 
multidisciplinary team (MDT). However, it would appear that in spite of the ‘flat’ disciplinary structre 
within the ACTS MDT, ACTS psychologists are viewed by professionals outside of ACTS as 
possessing an elevated status within the residential child care sector. Therefore, the challenge of 
representing ‘non-psychologist’ disciplines would appear to be a significant rough component for those 
ACTS clinicians who represent the other components of he multidisciplinary ACTS team: 
Jo: Personally then one of the biggest challenges is that I am often told ‘where’s the psychologist’, 
...no matter how many times you explain the nature of the multidisciplinary team......I deal with that 
battle possibly daily. So that for me is a very difficult thing about working in ACTS – the 
multidisciplinary system the flat structure...I don’t know if they want to understand it because I say it 
over and over again and I still have to battle it...It doesn’t make life any easier you know... 
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Drew: You probably question your role a lot and your competency because... the system questions it 
a lot and it’s a lot of ‘what does the psychologist think’? 
 
4.2.3. Navigation 
The third subordinate theme of the superordinate theme ‘The Path’ is entitled ‘Navigation’ and relates o 
the many techniques that clinicians employ in order to manage the many significant demands of their 
roles as ACTS clinicians. It is fitting that, in the diagram of the themes contained in Table 4, the longest 
column relates to the techniques that participants employ to navigate their way through the uncertain and
changeable terrain of the path travelled within their clinical practice.  
 
Some of the skills required for successfully navigating the path of an ACTS clinician will be discussed 
in this section under the headings of ‘Tolerate Unpredictability, ‘Meagre Subsistence’, ‘Humour and 
Resilience’ and ‘That Rogerian Stuff’.   
 
4.2.3.1. Tolerate Unpredictability  
The participants illuminated how the variety of components that contribute to the working week leads to 
quite an unpredictable diary: 
Phil: Emmm, I think a typical day is there’s always something unexpected in a day. 
Pat: I don’t have [a typical day] and I’d say most people would say that don’t have one...typical...Oh 
my God... I don’t think that there is even a typical ten minutes... 
Drew: Every day is different in ACTS...I think that’s the young people are so unpredictable, ammm 
and their environments are so unpredictable and you never know what you're going to get in when 
you walk in on a Monday morn. 
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This unpredictability in the working week of the participants appeared to create a demand for flexibility 
among the participants as well as a tolerance for unp edictability. The participants referred to flexibility 
in their work practices and how that flexibility enables them to adapt and react to their ever-changing 
diaries: 
Dara: You've got such a variety of presentations coming through......No two cases are the same...... 
So one of the strengths that I find in the ACTS servic  is that you can be as flexible as you need to be 
to respond to the specific needs of a child in thatime. 
Charlie: The flexibility to be more creative and a little bit more scope about how best to develop 
relationships with the young people and as I said the flexibility of where to see them sometimes. 
Phil: I think it’s just like the flexibility being able to just see each kid as that one kid and not having 
to think well we should be doing this or... 
Just as unpredictability leads to flexibility in ACTS clinicians’ roles, the flexibility appears to foster 
creative practice. Discussed above are several instances cited by participants where they quite literally 
‘go the extra mile’ with regard to travelling long distances to meet with the children. Correspondingly, 
the participants gave several examples of ‘going the extra mile’, in a metaphorical sense, within their 
own practice. The participants highlighted how they often are required to abandon traditional clinic-
based approaches to therapy and employ creative techniques with a view to enhance their therapeutic 
relationship with their clients. Several participants referred to this creativity in their roles as constituting 
a uniquely rewarding aspect of their clinical practice: 
Sam: Some of the young people I've worked with maybe six, seven hours playing cards before they 
would engage in therapy with me – that’s a huge investment and very unusual clinical 
practice.....some of the best clinical work I've done here is work that has happened in creative ways 
using whatever can interest the young person to facilitate their engagement..... I mean you have to be 
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the kind of clinician that’s happy to do a session in McDonald’s and you know it’s challenging.....but 
in its own way it’s very exciting as well. 
 
Jamie: When I went to see him he was asleep, so I dropped a card I to say really sorry I missed you 
and I know that you didn’t do something that you needed to do so that tells me that you're still having 
difficulties with your sleep and now I know that I've two missed calls from him last night so... 
4.2.3.2. Meagre Subsistence  
Another means by which participants appear to navigate the rough and smooth of the road of their roles 
is to be able to subsist on very meagre rewards. Particip nts frequently referred to identifying very small 
changes in the lives of their clients and generating apparently disproportionate levels of encouragement 
and motivation from those meagre developments. It seems that many of the participants have a very 
keen eye for progress and a low threshold for encouragement which enables them to persevere through 
the rougher parts of their path where reward is lesforthcoming: 
Dara: I mean were talking low level stuff here, some ne looking you in the eye and going like can 
you come to this. You're like yes! Finally, some connection! 
Sam: Emm, it’s just the most rewarding work I could ever imagine, some of the biggest rewards are 
in the tiniest things....like....you know, just even s eing a young person drink tea out of a ceramic cup 
coz you're thinking that’s amazing they are now trusting that young person more than they were a 
few weeks ago when they had a plastic cup. 
Jamie: The big thing is I suppose that the clinician s comfortable in themselves to actually keep 





4.2.3.3. Humour and Resilience   
The sense of humour and quick wittedness of the young people was previously referred to as an 
enjoyable component of the work for the ACTS clinicians. However, in order for the sense of humour of 
the young person to be appreciated, the clinician would require a reciprocal understanding sense of 
humour. In this regard, several of the participants cited their own sense of humour as a helpful tool hat
they possess that facilitates their engagement with the young people and thus helps to navigate the rough 
and smooth terrain of their path as an ACTS clinician: 
Jo: My sense of humour I think is quite good I think with these kids. Like they are surrounded by a lot 
of people who take things very seriously. Ammm, and in certain places they have to take things very 
seriously but for me it works well to kind of open them up. 
Charlie: I think people keeping humour and optimism always help. 
 
Participants’ concept of humour appeared to be closely associated with the concept of resilience. The 
use of humour as a defence mechanism by the clients of the ACTS service was discussed earlier in this 
chapter. It would appear that ACTS clinicians also maintain a sense of humour as a similar defence 
mechanism and as a form of resilience against the many challenges of their practice: 
Phil: You have to just laugh sometimes because it is mad and it is.  
Sam: I think I have a good sense of humour and I think that helps to because some of the things that 
happen..[laugh]...it’s like that expression, if you didn’t laugh you’d cry but you actually would. 
 
Several participants also referred explicitly to this concept of resilience as a characteristic that helps 
them through their role. Some participants referred to the strength of their resilience that was develop d 
prior to beginning with ACTS while other participants referred to their resilience developing as part of 
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their role with ACTS. Either way, a capacity to endure rejection and ‘keep turning up’ was frequently 
referred to as a helpful characteristic for the participants: 
Drew: I think it’s resilience probably, ammm, just to keep trying because ammm, the just keep 
turning up is like the motto of ACTS and I think sometimes you feel like a stalker. But that resilience 
to just keep trying is very often how you use that relationship to then be influential in those children’s 
lives.....it’s resilience and just turning up really. 
 
Jo: Ammm, helped I think personal characteristic is my resilience [laugh]. I've been told to leave and 
‘fuck off’ more times than I care to imagine. But I know it’s not about me and I try not to take things 
to personally. 
4.2.3.4. That Rogerian Stuff 
Several of the Rogerian principles of person-centred psychotherapy were identified by many of the 
participants as important components of their roles, and valuable skills in navigating the path of the
ACTS clinician. Below Sam refers to these principles as ‘That Rogerian Stuff’ and extols them as the 
foundations of facilitating engagement with the young people: 
Sam: That Rogerian stuff and being genuine you know and being empathic...that really is kinda the 
foundations of what helps engage young people here and help them to progress toward their goal so 
that helps a lot. 
 
The Rogerian principles of hope, genuineness, empathy nd unconditional positive regard were 
explicitly referred to by many participants and they will be explored in turn in this section beginning 
with the principle of ‘hope’. In light of the traumatic backgrounds of many of the young people and the 
risks inherent in their presentations, one might become pessimistic about the likely outcomes.  
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However, far from being pessimistic, participants refe red to remaining hopeful as a means of 
maintaining their own motivation. It would appear that remaining hopeful is a helpful support when 
navigating the path for ACTS clinicians: 
Charlie: Trying to remain optimistic in your outlook..... I think that at the end of the day that the 
optimists probably have a better time on the journey even if they turn out to be proved wrong by the 
pessimists [laughing]. 
 
Phil: A sense of hope as well, you can’t all the time be going around giving out about things. 
 
While some participants referred to maintaining hope for themselves, others spoke about engendering 
hope in young people as an important part of their role: 
Pat: Engendering hope is the biggest task I think.....be consistently reminded in a realistically 
optimistic way that actually things are not as dire as people have written about them. 
Jo: I really try and instil that hope within the people that are around these kids. Because it’s very 
easy to focus on the negative. I suppose that’s probably my biggest thing in some sense... 
The presence of hope for their clients appeared as a strong theme in participant discussions. However, it 
was also noted that several participants tempered that sense of hope with realistic expectations for the 
young people they work with. It would appear that the sense of hope that clinicians hold is rooted in a
deep understanding of the challenges faced by their cli nts to date and the likelihood of these challenges 
continuing into the future: 
Charlie: I would think a successful outcome can someti es range from making sure that a young 
person is alive to live their life to having a meaningful structure in their day.....it could be just that 




The second Rogerian principle to be outlined is that of ‘genuineness’. The capacity to engage in genuine 
and authentic interactions with young people was also frequently referred to by participants as being 
supportive to them in their clinical roles: 
Drew: When you are genuine and you kind of use whatever skills you have at your disposal then the 
young people respond to that. 
Phil: Here we’re able to show that genuine warmth and genuine care. 
The third Rogerian principle to be outlined here is that of ‘empathy’. In spite of the emotional burden 
that developing therapeutic relationships with young people served by ACTS presents for the 
participants, it would appear they were not averse to continuing to developing empathic relationships 
with young people. Remaining empathic towards young people and other stakeholders of the care 
system was also referred to as a means of assisting participants in their clinical roles: 
Pat: I think it’s to be an empathic professional..... there is a lot of radical empathy that goes on. 
 
Jo: Holding these cases is huge and I do feel a huge amount of empathy. 
 
However, this degree of empathy also comes at a cost to the clinician. It would appear that the 
clinicians’ empathic stance, coupled with the traumtic life histories of the young person served by 
ACTS, leaves the clinician in a vulnerable position with regard to the emotional burden of their work, as 
addressed earlier in this chapter. This empathic stance also leaves the clinician open to being hurt if the 
young person decides not to engage with them: 
Drew: You have to put yourself on the line and that becomes very difficult then when they reject you 




The fourth Rogerian principle to be discussed is that of ‘unconditional positive regard’. Maintaining 
unconditional positive regard involves understanding the behaviour of their clients in the context in 
which it occurs as well as the life history of the young person that could explain the behaviour. 
Participants also discussed attempts to instil thisstance of unconditional positive regard in other 
stakeholders within the care system as well: 
Jo: For me it’s about unconditional positive regard, while your behaviour might be terrible 
sometimes that doesn’t mean that you’re not a nice person.  
Pat: And when they speak back to us and when they giv  us feedback, and I've often heard this 
mantra from young people like ‘you're going to look on the good side aren’t you’, ‘you're going to 
give me what I've done well’.....And somehow within an alliance or a relationship I'm able to start 
that conversation about OK but is it a fact is it realistic, is it a fact that you have managed not to get 
arrested over the past week, is it a fact that you managed despite everything to be polite to the people 
that you've come across and who want you back in the same place that you've been last night? 
4.3. The Passengers 
The final superordinate theme to be outlined in this results section relates to the other people that the 
ACTS clinicians encounter as they ‘go the extra mile’ and those who might be understood as fellow 
passengers on their journey. The participants spoke of the different people that they encounter in their 
professional roles. The participants spoke, of course, about the young people they work with but they 
also referred to the families of young people as well. The journey of the ACTS clinician is also 
populated by their MDT colleagues and managers within e ACTS service. Last, but not least, the 
participants themselves follow a journey through their roles within the ACTS service and they too are 
passengers. The three groups of passengers that populate the ACTS clinicians’ journeys as they ‘go the
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extra mile’ are discussed under the following subheadings ‘Young people and their families’, ‘The MDT 
and Managers’, and ‘Self-Care’.  
 
4.3.1. Young people and their families 
It is clear from participant comments that the central passenger on the journey of the ACTS clinician is 
the young person. Many participants identified the young people who they serve as the central focus of 
their work: 
Chris: You’re bringing it back to the kid all the time. 
Fran: It’s much more focused on this child and understanding this child. 
Phil: First and foremost is the child, genuinely, and everything else comes second. 
 
Several participants referred to the families of the young people they work with as important charactes 
in their professional lives. The participants spoke about the families in terms of providing valuable 
knowledge in relation to the life experiences of young people prior to being placed in state care. The 
participants also spoke about the families of young people as a likely destination for the young peopl 
once they reach the age of eighteen and are out of the state care system. Thus, empowering families of  
young people with the skills and knowledge required to support the young person when they leave state 
care was discussed as an important component of the participants’ clinical role: 
Chris: In the last few weeks I've had two people that couldn’t be placed in any of the residentials and 
now are returning home.....So retaining a link with the parent is pivotal.....if you haven’t had some 
sort of a connection with that parent, trying to visit the kid, trying to be of some assistance, emm, it 




4.3.2. MDT and Managers 
Several participants identified the MDT team as an important part of their roles. They discussed their 
appreciation of the support, understanding and guidance that is provided by their colleagues in MDT. It 
appears that the collective and common experiences of clinicians within the unique ACTS service serves 
to bond them together and gives them a strong impetus to support each other: 
Sam: There’s also a lot more good will here than in other places and a lot more support. Like 
we support each other an awful lot.... you know we've all had similar type struggles and you’ll 
often recognise when a colleague comes back from a residential unit and they're not looking 
the best and you know we’d often be making safety calls to one another... 
 
Several participants referred to the support that tey received from their ACTS colleagues as far 
outweighing that which they received from colleagues in their previous clinical roles: 
Alex: Good support for everyone working here. I've never seen the like of that.   
 
Many participants also discussed their appreciation of the approach of the managers within ACTS. They 
frequently discussed how much they value the autonomy and independence that is provided by their 
managers to engage in their clinical work and to trust their clinical judgement: 
Alex: I think that comes from the management, that allowing people to be able to approach them to 
be able to discuss things you know with them without worrying about consequences of feeling that 
you can’t manage the role. I think that that’s the strength of ACTS because no matter what the issue 
is management will support people in resolving and moving away from it and I thinks that’s a 




Sam: Our managers get what we do and they take cases  well and I think that makes all the 
difference in the world.....it means a lot to me that when I'm describing difficulties or cases with 
management that they get it and they understand and they're really supportive. 
4.3.3. Clinicians 
The final passenger to be discussed in this section, and indeed the final component of this results 
chapter, centres around the ACTS clinicians themselve  and the personal journeys that they make as part 
of their professional roles. Several participants referred to their own personal development over the past
two years and how the challenges of their roles have changed and developed during their time with the 
service: 
Chris: In weird way there’s a kind of a developmental piece to that question because I think like any 
new job the challenges at the beginning are very different to those that might be after a couple of 
months or a year or two. The biggest challenge at the beginning was really trying to find your 
space... you know? Where do you fit into this team...what strengths are useful in this team... and 
because we’re a multidisciplinary team I think everybody found that difficult in the beginning - 
figuring out where they fit in......it would always bring up your insecurities of; am I good enough? 
Am I performing well enough? Am I at the level that I'm meant to be at? so your insecurities were, for 
me anyway, definitely more heightened in the beginning than they are now..... I could feel those 
dynamics as the year or two was kinda passing in a very real way... 
 
Participants discussed how their personal journeys do not cease once they had established their position 
within the milieu of the MDT. On the contrary, they referred to their personal journey as an ongoing 
voyage of discovery where their own experience and learning continues to grow and develop throughout 
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the entire process of working as an ACTS clinician and how enjoyable this journey of personal 
development can be: 
Chris: I love it, I am so excited about everything that I'm learning everyday emm, everybody on this 
team has so much you can learn from.  
In many aspects, the experiences of clinicians appers to be yoked to the experiences of young people 
and as such their journeys appear to often run parallel to that of their clients: 
Drew: When they have difficulty you have difficulty but equally when they have good days, you have 
good days. 
 
The participants appeared to possess an awareness of themselves as fellow passengers on the journey. 
Several participants made reference to maintaining that self-awareness through the practice of taking 
time to reflect inwardly on how their roles impacted on themselves, personally: 
Sam. It’s nice to be able to do some reflection on y ur own as well.....when you're dealing with such 
risky behaviours and such risky cases that the reflction piece is just so important. 
Through this process of inward reflection, many participants also recognised the impact of their work 
and how they need to mind themselves on their journey. Self-care was a topic that emerged frequently 
during the interviews and many of the participants recognised the need to monitor their own self-care 
needs and to provide effective self-care during their role: 
Sam: That’s what I mean by having to be really proactive at minding yourself because you do need 
that.  
Jamie: Emmm...I suppose that one would be around the self-care piece and people looking after 
themselves because it is a demanding job....there's a self care piece like making sure that you do get 




Table 6 Personal Reflection Box 4 
At the beginning of this results section I made refe nce to the joy I experienced when I managed to 
develop a structure that captured the essence of the data and represented it in a succinct and authentic 
manner. I was of the opinion, then, that all that remained to do was to arrange the appropriate quotes 
from the participants and to link the data together with brief sections of interpretation. However, what I 
was not aware of at the time was that finding a succinct conceptualisation of the data is far from the end 
of the process of data analysis. Indeed, I found myself dedicating innumerable hours rearranging the data
and condensing subheadings to make the analysis more attractive to the reader. Each time I returned to 
the transcripts I developed additional insights into the data that then required inclusion in the analysis. 
This process continued long after I had completed th  initial draft of the results section and, indeed, the 
discussion section. Upon each reading of the final drafts of the thesis I found myself tweaking the results 
section to better represent each of my enlightenments r garding the data. Through this process I gained 
an appreciation of the fluid nature of IPA and how the process is perhaps never fully complete. This 
insight in to my experiences of IPA has very much en anced my understanding of the fluid nature of the 
hermeneutics because if I, as one individual, experienced several developments within my analysis of 
data then it is likely that other individuals would garner an even wider diversity of interpretations of the 
same dataset. As such I gained a greater appreciation of the phrase ‘where you stand determines what 
you see’. This process has also enlightened my reading of other qualitative research in the literature in 
that the published results and analysis likely represent just one point in the data analysis for the 
researcher. As such, in spite of the considerable tim and effort dedicated to the results section, above, I 
am aware that it represents just a snapshot of my interpretation of the data at a single point in time. 




Chapter 5: Discussion 
5.1. Chapter Overview 
This chapter opens with an outline of the primary researcher’s reflections of writing the discussion 
section of the study. The chapter then moves on to contextualise the findings of current research in the 
field of the relevant existing theoretic framework. Implications of the findings in relation to clinical 
practice, research, policy and education are outlined. The chapter then moves on to highlight the 
strengths and limitations of the current study, as well as the researcher’s reflections on the process.  
Table 7 Personal Reflection Box 5 
I noticed at this point in the research a considerabl  drop in motivation for the study. I discussed this 
with my supervisor and he noted that it is quite common for novice researchers to experience such a 
drop in motivation at this point. We explored how the discussion section differs from the other parts of 
the research and we noted that during the literature review, data collection, and data analysis the 
researcher is motivated by curiosity with regard to what other researchers have found in the area of study 
and what their own participants have said in relation to the topic of interest. In addition, the analysis 
process is explorative, creative and enlightening, all of which are enjoyable experiences for many 
researchers. However, once the analysis is complete much of the exploring and enlightening has been 
done and the discussion marks the beginning of a new process of seeking to blend what has been learned 
from the current study with existing knowledge. This later process appeared to draw upon a different 
source of motivation for me and it took several days to regain my previous level of motivation. 
However, having access to the knowledge that it wasa process that is common, and experienced by 
many, helped me to understand my experiences greater and to generate further motivation to complete 
the discussion section. This experiential knowledge and support will help to support me to understand 
the ebb and flow of motivation while conducting research projects in the future.  
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5.2. Person-centred psychotherapy  
The participants in the current study made several explicit references to the Rogerian principles of hpe, 
genuineness, empathy and unconditional positive regard. These four principles are components of 
Person Centred Psychotherapy (PCP) which was developed by Carl Rogers in the middle of the 20th 
century (Rogers, 1951) and has gained considerable empirical evidence in the intervening decades. PCP 
was born out of the rejection of the determinism of other psychological theories that were prevalent at 
the time especially psychoanalysis and behaviourism. Rogers and the PCP movement held that human 
beings hold within them the potential to develop into a self-actualised person once the conditions are 
appropriate to enable the personal growth (McLeod, 2014).  
 
Participants in the current study conveyed their practice of holding on to hope with regard to helping 
break cycles of abuse and isolation within the lives of their clients in spite of overwhelming difficulties 
experienced in clients’ lives. Indeed, hopefulness ha been recognised as one of the main factors in 
driving psychotherapeutic change across a wide variety of settings and presentations (Hubble, Duncan & 
Miller, 1999). It is clear that ACTS clinicians in the current study, similar to Rogers, choose to reject the 
deterministic schools of thought exemplified by behaviourism and psychoanalysis and to maintain a 
strong level of hopefulness in their clinical practice.   
 
It is also clear from comments made by participants i  the current study that they also place a premium 
on the development and maintenance of a strong therapeutic alliance. Furthermore, it would appear that
the commitment of the participants to the building of positive relationships with the young people they 
serve goes beyond that seen in many services. Again, the emphasis of ACTS clinicians on the value of 
therapeutic relationships fits comfortably within the Rogerian framework of PCP because the key 
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component of person-centred psychotherapy is the relationship between the client and the therapist 
(Rogers, 1951). Within the residential care system, long standing interpersonal relationships are at a
premium because the transient and turbulent nature of the care system ensures that many of the 
relationships that young people had developed through their lives with family and peers to date become 
broken or severely interrupted by virtue of their being placed within the care system (Gaffney, 2014).   
 
The emphasis on the value of strong therapeutic relationships within the practice of ACTS clinicians is 
also in keeping with other research into the successful components of psychotherapy such as that of 
Hubble et al. (1999) who state that it is the relationship between therapist and client that a very strong 
indicator of positive outcomes for the client in psychotherapy. Similarly, with specific reference to 
young people in secure care in the UK, Bird and Gerlach (2005, p. 8) found that ‘a stable, positive 
relationship with a caring adult is needed before other productive relationships can be developed’.  
 
The participants in the current study also made several references to meeting their clients in their 
residential centres, wherever that may be in the country, and they displayed a deep understanding of 
their clients and why they might behave in certain ways. This practice, again, fits neatly within the PCP 
framework as another important component of PCP is ‘meeting the client where they're at’ (Meyers, 
2014, p. 1). The participants referred to this practice in a physical and metaphorical sense; they litrally 
meet the client in their residential service wherev that might be in the country, they do not make 
appointments to meet in their own clinic. Moreover, clinicians also meet clients where they're at in terms 




There is awareness and an acceptance among the participants that much work is likely to be required in 
building a trusting relationship with the young person prior to any formal psychotherapy. In addition, the 
clinicians who participated in the current study refe red to the support that they receive from their 
managers with regard to the comprehension that time and patience are required to be invested in order to 
provide the opportunity for the establishment and maintenance of therapeutic relationships.  
 
Although the components of PCP discussed in this section are commonplace in psychotherapy practice 
throughout the world, there are perhaps few settings within which they are tested to the degree that tey
are in the ACTS service. It serves as a testament to the dedication and creativity of the participants that 
they continue to build therapeutic relationships, maintain hope, empathy and unconditional positive 
regard towards their clients who are often directly offensive towards them and who are often not at a 
developmental stage whereby they can engage in traditional psychotherapy.  
 
While it is interesting that the practice of ACTS clinicians fits comfortably within a Rogerian framework 
of PCP it is perhaps not surprising. Given the demands on the client and therapist to operate in several 
geographical and environmental settings, where both are largely powerless with regard to many 
decisions that are made about them, it is difficult to imagine any therapeutic approach, other than tht of 
PCP, being successful within the ACTS service. It would be inconceivable, for instance that rigid 
Cognitive Behavioural Therapy, Rational Emotional Behaviour Therapy or Psychoanalysis could be 
successful with those children served by ACTS at this stage in their lives. It is possible that the nature of 
the ACTS service has attracted Rogerian-influenced clinicians to work and remain within the service. Or 
it also possible that ACTS clinicians may have attempted several different means of therapy with their 
clients and that PCP was decided as the best fitting and most fruitful approach.  
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Regardless of the source of PCP within the ACTS servic  it is a practice that is adopted internationally 
when working with marginalised adolescents, such as tho e experienced by the young people served by 
ACTS. For example, Freire, Killer, Piason and Da Silva (2005) document the use of PCP with 
impoverished, maltreated and neglected children and adolescents in Brazil. Leimore and Chen (2005) 
discuss the application of PCP with sexual minority adolescents in the USA. In addition, Connolly and 
Joly (2012) conducted a systematic review of the literature referring to outreach programmes that aim to 
engage street-involved children and they found Rogerian client-centred practices to be the most common 
perspectives and philosophies adopted by the services.  
 
5.3. Attachment Theory 
The strong emphasis placed by the participants on the formation of relationships with young people and 
maintaining those relationships across time and space lso fits neatly within the framework of 
attachment theory. Attachment theory was developed by John Bowlby (1969) and Mary Ainsworth 
(Ainsworth & Bell, 1970). The basic premise of attachment theory holds that, during the early years of 
life, human beings develop a cognitive and emotional framework that influences how they interpret their 
world and the people within it. The theory holds that once this cognitive framework is developed it 
remains intact and relatively unchanged throughout the live of the individual. The theory postulates that 
in circumstances where children experience reliable nd affectionate care as infants their care givers can 
be considered to be a ‘secure base’ and the children tend to develop ‘secure’ attachment frameworks that 
manifest in positive understanding of themselves and others. On the other hand, if children experience 
care that is unreliable, neglectful and/or punitive th n their care givers do not provide a secure basand 
there is a tendency for those children to develop mre negative understandings of themselves and others 
around them in what is termed ‘insecure’ or ‘disorganised’ attachments (Pearse, 2009). 
88 
 
Many of the young people served by ACTS have been rmoved from their parents and siblings, their 
family and their homes. Usually they have resided in several residential placements with multiple sets of 
co-residents and care teams prior to their meeting of the criteria for ACTS. Therefore, it could be assumed 
that there is a very high degree of likelihood that t e young people served by ACTS will have experienced 
an increased degree of attachment disruption in their s ort lives. Indeed, Holt and Kirwan (2012) found that 
young people in residential care in Ireland were themselves aware of the difficulties that they experience, 
with establishing trusting relationships with others, due to their early life experiences and experiences in 
the care system to date.  
 
In a similar fashion to person-centred psychotherapy discussed above, relationships are the fundamental 
component of attachment-focused psychotherapeutic in erventions. There is an established body of 
evidence supporting the application of attachment-focused intervention models as the most effective model 
for the delivery of care to young people in residential care and they are internationally recommended as 
best practice. For example, Barton, Golzalez and Tomlinson (2012) have described the work of The 
Lighthouse Foundation in Australia, a specialist organisation that offers therapeutic residential care to 
young people aged between 15 and 22, adopt and promote an attachment and trauma informed model of 
therapeutic care.  
 
The National Institute for Health and Care Excellence (2013) also endorse the adoption of attachment 
informed practices with ‘looked-after’ children and young people in the UK. In Ireland, Graham (2005) 
advocates for the adoption of an attachment-focused approach within residential child care as she state  that 
it provides the opportunity for ‘the provision of a second chance secure base for the child in crisis’ (p. 1). 
The practice of ACTS clinicians remaining in contact with young people over an extended period of time, 




Dooley and Fitzgerald (2012) conducted a study particularly relevant to the attachment-focused model 
of psychotherapy illuminated by participants in the current study. The researchers investigated the 
mental health profile of young people throughout the Republic of Ireland and one of the major findings 
of the study was the protective value of having ‘one good adult’ in the lives of young people. The report 
stated: 
The presence of One Good Adult is a key indicator of how well a young person is connected, self-
confident and future-looking, and can cope with problems. The absence of One Good Adult is linked 
to higher levels of distress and anti-social behaviour, and an increased risk for suicidal behaviour (p. 
97)...The presence of this figure in a young person’s life is a moderating, insulating force, one that 
helps us to develop the resilience and self-esteem w  need to live this stage in our lives to the full(p. 
v).  
 
Similarly, with specific reference to children in special care in Ireland, McNulty (2013) found that the 
presence of a positive relationship with one positive adult who held appropriate boundaries were 
significant factors of reducing risk-taking behaviour for young people in special care. In the context of 
these findings it is possible that in spite of the many significant trials and tribulations experienced by the 
young people served by ACTS that their ACTS clinician could fulfil the role of the ‘one good adult’ in 
their lives who might help to mitigate against the difficult life experiences that are inevitable during their 
time in care.  
However, it should also be noted that the evidence within the support literature would appear to be more 
nuanced that might appear from the Dooley and Fitzgerald (2012) and McNulty (2013) studies above. 
An example of this nuance can be found in Werner (2005) who found that children who succeeded 
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against the odds had usually established ‘a close bnd with at least one competent, emotionally stable 
person who was sensitive to their needs’ (p. 12). However, the findings also suggest that any adult wil  
not suffice and that the participants ‘consistently ranked the effectiveness of mental health professionals 
(whether psychiatrists, psychologists, or social workers) much lower than counsel and advice given by 
spouses, members of extended family, teachers, members of church groups or ministers. Their low 
opinion of professional help by mental health professionals did not improve from the second to the third 
and to the fourth decade of their lives’ (p. 13). This study was not referred to in either the Dooley and 
Fitzgerald (2012) or McNulty (2013) studies above. 
 
Similarly, Gilligan (1999) promotes enhancing resili nce of young people in state care through 
mentoring their talents and interests in leisure areas such as dance, sport, caring for animals and other
such community based activities. He states that adults who care for children should always be on the 
lookout for opportunities to encourage the development of talents and interests. Gilligan (1999) refers to 
these activities providing an opportunity to engage or reengage with mainstream society and activities 
that ‘are removed from the stigma of specialist treatment, and which are not preoccupied with clinical 
definitions of problems’ (p. 190). Gilligan (1999) states that engagement with such community based 
activities also provides opportunity for the development of relationships with naturally occurring 
mentors within the community thus providing additional positive supports for the young people from a 
context separate of the care setting.   
 
 Another example of the nuances within the support literature is Bogard (2005) who conducted a 
longitudinal study in an affluent community of Northeast USA. This study is referred to in the Dooley 
and Fitzgerald (2012) report above as an example of current literature that indicated that ‘having at least 
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one caring adult in a young person’s life can act as a buffer against stress and lead to positive 
psychological functioning’ (p. 94). However, the outcomes of Bogard (2005) would appear to be 
considerably more complex than this statement would indicate.  Bogard (2005) found that perceived 
closeness to parents during adolescents was indeed indicative of a mediating role in reducing depressive 
sympotomology and drug use. However, the study alsofound that, in the absence of parental support 
‘percieved adult supports were associated with an exacerbation of maladjustment for female and male 
adolescents’ (p. 295).  
 
It would therefore appear that although there is considerable empirical support for the moderating effect 
of adult supports in the lives of adolescents it is not as simple as ‘one good adult’. There is data to 
suggest that ‘any’ good adult will not suffice and that naturally occurring mentors within the community 
of the individual are often favoured over those of paid professionals. The ACTS clinicians in the current 
study made reference to supporting other adult supports in the lives of the adolescents such as their 
parents and extended family members. It is likely that this approach is prudent on the behalf of the 
ACTS clinicians as they seek to bolster the natural supports of the adolescent in circumstances where t  
ACTS clinician is unlikely to the optimal ‘one good a ult’.   
5.4. Findings in context of previous research  
The emphasis on the building of relationships within the ACTS service exemplified by the PCP and 
attachment-informed approach, is a distant cry from the findings of Ghararaghi and Phelan (2011), 
outlined in the literature review, that led the authors to lament that ‘what is ignored in the absolute 
necessity of winning their hearts’ (p. 76). It is clear from participant responses in this study that e 
necessity of winning the hearts of the young people they work with is an absolute priority of the 
clinicians and the ACTS service as a whole.   
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The emphasis on developing a positive therapeutic alliance and adapting to the needs of each individual 
client is very much in keeping with three of the recommendations outlined by Graham (2011) as in the 
literature review. The first of those recommendations was that residential care should be ‘needs led’ as 
opposed to ‘regulation led’ and that caring relationships represent a positive risk and must be supported. 
The responses of the participants in the current study would indicate that this recommendation is being 
practiced within the ACTS service and that the promotion and management of positive risks associated 
with the development of strong therapeutic relationships are strong features of the clinical practice 
within ACTS.  
 
Graham (2011) also advocated for ‘a shared vision of development throughout all layers of management 
of the organisation’, which also appears to be followed within the ACTS service as participants 
explicitly stated that they and their managers maintain a shared understanding of the needs of the young 
people they serve and how to meet those needs. Graham’s (2011) third recommendation that that 
individualised and needs-led care should be the aim, s opposed to standardised and measurement based 
interventions, also appears to be followed within ACTS. The participants made reference to maintaining 
evidence-based principles and practice but they also outlined several examples of how they have adapte 
their approach in creative ways as they went the extra mile to meet the needs of the young people they
serve in whatever way they can.  
 
One interesting finding of the current study relates to the virtual absence of any negative comments from
participants pertaining to the young people they work with. As noted in the literature review, previous 
research has highlighted the prevalence of aggression and violence among children in residential child 
care (Alink et al., 2013) referring to the residents ‘deprived’ (Calheiros et al., 2015) or ‘difficult to 
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engage’ (Health Service Executive, 2011, p. 16). Much of the previous research highlighted the 
perceived need for control over the children in resid ntial care (Gharabaghi and Phelan, 2011).  
 
In contrast to the findings of previous research, none of the participants in the current study referrd to 
their clients in anything other than positive terms. It is possible that the participants’ reluctance to 
describe the clients as difficult to engage or in any negative terms whatsoever might be the result of 
some social desirability effect. However, it is also possible that ACTS clinicians have gained such a 
thorough understanding of their client group that any negative behaviour is viewed within a context of 
understanding the functions of the behaviours and the reasons behind them. It is also likely that ACTS 
clinicians have developed a significant repertoire f creative techniques that have proved effective at 
helping to engage this ‘difficult to engage’ population. It would appear that the approaches adopted by 
ACTS clinicians are so effective at engaging their clients to the extent that young people are no longer 
viewed as troublesome or ‘difficult to engage’.   
 
5.5. Parallel Experiences 
The experiences of young people in care is often referred to in the literature as their ‘journey’ through 
care (Gaffney, 2014). The process of psychotherapy is also often referred to as a journey for both client 
and therapist (Tickle & Murphy, 2014). The focus of the current study has been to illuminate the 
journeys of participants in their roles as ACTS clini ians. The findings also highlighted how the young 
people that ACTS clinicians work with are fellow passengers on that journey. Furthermore, several 
parallel journeys are occurring throughout the lifetim  of interactions between ACTS clinicians and 
young people. For instance, ACTS clinicians experience a parallel journey through the various 
residential destinations of their clients as they follow clients through their placements.  
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Similarly ACTS clinicians undergo a parallel journey through the therapeutic process with the young 
person they work with. For much of the time on these parallel journeys neither passenger is sure of 
where the road will take them, both in a literal sense, referring to the physical placement of the young 
person, and a metaphorical sense, regarding the progress or otherwise that will occur between client and
clinician during the process. 
 
However, in addition to these two overt parallel journeys of clinicians and their clients there would 
appear to be quite a few other instances where partici nts and their clients undergo parallel journeys. 
For example, with reference to their own journeys through their employment with ACTS the participants 
referred to experiences of feeling insecure and wonderi g where they fit in and how they eventually 
found their feet and regained their confidence as avaluable member of the MDT in ACTS. It could be 
hypothesised that the young clients of the ACTS servic  experience similar feelings of insecurity, 
wondering where they fit in when they are placed in a residential centre that is new to them, where 
fellow residents and staff teams are also new and the young person must assess where they fit into this 
new structure (McNulty, 2013; Sekol, 2013).  
 
Along a similar vein it is clear from many comments from participants in the current study that they 
view their role within ACTS as quite different and distinct from the roles of their colleagues within 
mainstream practices. It is possible that this distinction between their practices and those of colleagu s 
outside of ACTS has led to many of the participants i  the current study viewing themselves as 
‘outsiders’ within their current profession. Similarly, young people served by ACTS could also be 
viewed as ‘outsiders’ within their peer and social structure as they are part of a relatively small number 
of their peers that do not reside in the family home and are, instead, residing in residential state cr
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often geographically relocated some distance from their family and home community. Therefore, it 
would appear that ACTS clinicians and their clients are both on parallel journeys; outsiders within their 
respective societies.  
 
The particular profusion of parallel journeys experienced by ACTS clinicians and their clients are quite 
unusual within clinical practice as they are only likely to occur in exceptional circumstances, such as 
those of their current professional roles. It is posible that these parallel experiences serve to enhance the 
levels of empathy experienced by clinician with young people. However, there is very little reference in 
the literature to such parallel experiences between th rapists and their clients. There is significant 
literature relating to the psychodynamic principle of ‘parallel process’ which generally relates to a 
process that occurs in supervision for psychotherapists whereby they adopt the role of their clients in 
their own supervision sessions (Tracey, Bludworth, & Glidden-Tracey, 2012). However, it is the 
exploration of a simpler process that is being discus ed here whereby the client and therapist are both 
experiencing actual parallel experiences within their lives that has not been addressed in the literature.  
 
5.6. Researcher stance influence on data interpretation  
As noted in the methodology section the primary researcher in the current study was previously 
employed within the ACTS service as an Assistant Psychologist where he learned about attachment 
theory and its application to young people in residntial child care. He also learned of the value that e 
ACTS clinicians place on the development of strong working relationships with the young people that 
they work with. In addition the primary researcher is a Doctoral student in clinical psychology where he 
learned more about attachment theory and the importance of developing positive relationships with 
clients in psychotherapy and psychological intervention in general. Significant efforts were made to 
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ensure that questions asked in the interviews with the participants were not ‘leading’ in any manner  and 
that they were ‘open’ in nature to allow the participants to discuss the areas of their role in a manner that 
reflected their views rather than those of the researcher. It is therefore possible that the emphasis on 
relationships and attachment that were identified by the researcher are a product of his experiences 
within the service and indeed his personal perspective on the value of the development of personal 
relationships. It is possible that a researcher whounderwent different training and life experiences and 
possesses an alternative perspective on psychologica  support might interpret the data in a different 
manner to that outlined in the current study. This stance is nonetheless consistent with the individual 
nature of IPA and the awareness and acceptance of th  role of the researcher in interpreting the data.  
 
5.7. Implications for Research  
It is the case with much psychological research that i  answers some questions but also raises additional 
questions; the current study is no exception to this. One such question raised by the current study relates 
to the parallel experiences of clinicians and their clients and how this impacts on the relationship 
between the two parties. There is a dearth of reseach into this area and as such warrants further 
investigation. In addition, there are likely to be a multitude of other instances where parallel journeys are 
experienced by clinicians and their clients, for example if both parties were pregnant at the same tim, or 
both were experiencing financial difficulties or both were grieving at the same time. These other parallel 
experiences between therapists and their clients could also provide a fruitful source of exploration. 
 
It was highlighted earlier in this chapter the strong emphasis on building secure therapeutic attachment 
between young people and clinicians within the ACTS service. Previous research studies have 
demonstrated how engaging in psychotherapy that adopts an attachment-focused model can help to 
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positively impact on the attachment style of the clients (Becker-Weidman & Hughes, 2006). The 
participants in the Holt and Kirwan (2012) study also illuminated the capability of key workers to acts 
a secure base for young people in residential child care. Parish and Eagle (2003) also found that 
therapists have the capacity to provide a secure bas for their client and to help their client develop more 
secure attachments in their own lives. Levy et al. (2006) found that individuals began to progress from 
insecure to more secure attachment patterns after approximately 11 to 12 months of psychotherapy. In 
addition, Egeland, Jacobvitz and Sroufe (1988), found that individuals who were physically or sexually 
abused as children by their parents developed a capbility to break the cycle of inter-generational abuse 
within their families and to provide sufficient care for their children if they had formed a close 
relationship with a supportive adult or had taken part in ‘extensive therapy’ during their lives. Saunders, 
Jacobvitz, Zaccagnino, Beverung and Hazen (2011) later defined ‘extensive therapy’ as any 
psychotherapy that lasted for ‘at least two years’ (p. 405).  
 
There are many differences in the practice of psychotherapy referred to in these studies other than tht 
which is practiced in ACTS, for example, there is a more active choice to partake in psychotherapy by 
participants in the above studies as opposed to the young people served by ACTS. Nonetheless, it could 
make for a very interesting study to investigate the attachment patterns of young people served by ACTS 
and whether or not it can be determined that the relationship they have developed with their ACTS 
clinician has altered their attachment profile. It would also make for an interesting study to explore 
whether the development of a positive relationship with their ACTS clinician has helped young people 




A separate area of potential research relates to the further exploration of the factors within the ACTS 
service that are perceived to be working well within the service. For example, it was noted by ACTS 
clinicians within the current study that their current supervision structure is positive and supportive. The 
prevention of burnout and compassion fatigue as well as the development of vicarious resilience has 
been strongly associated with appropriate and supportive supervision for the therapist (Pack, 2014; 
Edwards et al., 2006). It is therefore recommended that the practice of supportive supervision be 
maintained within the ACTS service.  
 
However, within the current study, the details of the nature of the supervision provided within the ACTS 
service were not explored with the participants as it was an ad hoc finding of the study. Therefore it is 
unclear which components of the supervision are effctive. It is possible that if these practices are not 
documented then they will be lost to the service as a whole and the stated benefits to ACTS clinicians 
will also be lost. It is therefore also recommended that, in order to protect the supervision structures that 
are so valued by clinicians, that the nature of the supervision within the ACTS service be explored 
through psychological enquiry and that its essential components be illuminated. It is possible that 
literature outlining models of supervision such as that developed by Bridget Procter (2000), that 
emphasises the normative, restorative and formative aspects of clinical supervision, might serve as a 
template for researching and disseminating the practice of ACTS clinical supervision which was so 
expressly referred to as invaluable by participants in he current study.  
 
Similarly, ACTS clinicians have developed a significant resource of creative and effective means of 
engaging the young people that they work with. Some of these creative methods emerged within the 
current study but were not explored in detail. In a similar vein to the supervision practices outlined 
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above, the benefits of these creative techniques ar in danger of being lost to clients, clinicians and the 
service as a whole if they are not described and documented. Therefore, it would likely be a worthwhile 
endeavour for future research to explicitly explore with ACTS clinicians the general and specific 
methods that they have found effective in helping to engage this so-called ‘difficult to engage’ 
population.  
 
The appetite for such information is highlighted by Aggett and Goldberg (2005) who state that literature 
on working with ‘difficult to engage’ clients is ‘scanty’ because most current therapeutic approaches 
presume that the client is present and available (p. 83). Therefore, it is likely that a collection of effective 
techniques or methods could be collected and dissemnated to other therapists or carers within the 
residential service in Ireland or any other clinicians who aim to serve ‘difficult to engage’ client groups. 
Turney (2012) published a paper entitled ‘A relationship-based approach to engaging involuntary 
clients’ that might serve as a useful template for a similar paper published by clinicians within the ACTS 
service.  
 
One issue that did not emerge in the research was how the participants roles as ACTS clinicians impacts 
on their personal lives. The participants were not asked how they balance family and social lives with 
the uncertainty of their professional roles coupled with the requirement to engage in a considerable 
amount of travelling throughout the country. Future research could explore this issue with the ACTS 





5.8. Implications for Clinical Practice 
The adoption of a person-centred and attachment-focused intervention approach within the ACTS 
service is commendable. However, it should also be not d that such work is associated with a number of 
risks and challenges. It has been said that the attachment-disordered child’s inconsistent behaviour: 
Often leaves caregivers feeling like a yoyo as they draw the caregiver in to assure accessibility but,
finding closeness uncomfortable, push them away again.... One of the most difficult and bewildering 
things to deal with in work with traumatised/attachment disordered children is that the behaviour of the 
child is often as chaotically unpredictable as their own experiences (Pearse, 2009, p.22).  
 
Given this common presentation of attachment-disordere  children it is not surprising that the 
administration of PCP and attachment-focused interventions on a long-term basis has been found to lead 
to clinicians becoming vulnerable to phenomena such as compassion fatigue, vicarious trauma and 
burnout (Fahy, 2007; Lucas, 2007).  
 
Personal therapy for therapists has also been identified as a factor in helping to promote self-care, reduce 
burnout and promote vicarious resilience (Hernandez-Wolfe, Killian, Engstrom, & Gangsei, 2015). The 
participants in the current study were not asked about personal therapy and they did not volunteer any 
such practices in their interviews and as such it is not known whether or not ACTS clinicians tended to 
engage in personal therapy as a means of self-care. It is recommended that ACTS clinicians consider 




5.9. Implications for Education  
The findings of the current study highlight the importance of child-centred practice within the residential 
sector and how the formation of a solid therapeutic relationship is for these children in the context of he 
trauma and disorganised attachment throughout their liv s. The challenges of working with attachment- 
disordered children on a daily basis are well established within the literature (Pearse, 2009). The ACTS 
clinicians have demonstrated themselves, in the current study, to be well informed of the challenges and
rewards of relationship and attachment-based interventions. They have developed a culture and clinical 
structure that supports them to maintain their own mental health while continuing to engage in their 
roles.  
 
However, practices aimed at the prevention of burnot, vicarious trauma and compassion fatigue should 
be extended beyond the ACTS service to all stakehold rs within the residential child care sector 
including social workers, social care teams, unit managers, lawyers, and the families of young people. 
Participants in the current study have exalted the protective capacities of a supportive peer network and
supervision structure. It is therefore recommended that ACTS clinicians seek to extend their knowledge 
and experience of reducing burnout, vicarious traum and compassion fatigue beyond their own service 
and to educate other stakeholders within the residential child care sector of the protective values of their 
practices.  
 
It is recommended that any such interventions with residential care teams should be conducted with the 
explicit understanding that, as outlined in the litrature review of the current study, previous research has 
found that residential child care teams are often of the opinion that external clinicians frequently fail to 
appreciate the complex challenges of residential work and that they interfere unduly with the functioning 
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of the service (Gharabaghi & Phelan, 2011). Therefore, any interventions that ACTS clinicians provide 
to residential care teams should be conducted in a supportive atmosphere where the complexities and 
challenges of residential child work is appreciated an  understood.   
 
It is also recommended that prospective employees of the ACTS service be made aware of the 
relationship-based practice of the service and that the nature of the travel and work involved can led to a 
shortage of predictability in a clinician’s working week. They should be made aware that there is a 
potential for considerable emotional impact in their roles and that the rewards of the work often relate to 
small developments in the lives of the young people they serve. However, prospective clinicians of the 
ACTS service should also be made aware that clinicia s n the current study have cited the supportive 
organisational structure, good supervision and managers that understand their roles as very helpful in 
their practice. They should also be aware that ACTS clinicians in the current study expressed a keen 
passion for their roles and a definite enjoyment of their work as a whole.    
 
5.10. Implications for Policy 
As outlined above, Emond (2014) and Gaffney (2014) found that frequent loss of relationships and the 
requirement to frequently adjust to new routines and practices is a particular area of difficulty for young 
people in residential child care in Ireland. Conversely, Dooley and Fitzgerald (2012) and McNulty 
(2013) found the presence of ‘one good adult’ in the lives of young people to be a significant protective 
factor against the many negative life experiences that young people can face. Graham (2011) found that, 
within residential child care in Ireland, caring relationships represent a positive risk that must be 
supported. Holt and Kirwan (2012) highlighted the value of having a consistent key worker who worked 
individually with the children as an extremely positive factor for young people.   
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In a proposed resolution to the difficulties that young people in residential child care experience with 
regard to the development and maintenance of positive relationships with positive adults, Holt and 
Kirwan (2012) advocated a ‘through care approach’ within residential child care. This approach would 
provide an opportunity for key workers to maintain positive relationships with young people and a 
means of mitigating against the many difficulties asociated with multiple placement relocations. 
Similarly, the participants in the current study articulated the premium that they place on the 
development of positive relationships with their clients. In addition, participants outlined how this 
appreciation is reciprocal and that their clients of en inform them of how much they appreciate the fact
that the clinicians follow them throughout their child care placements.  
 
Therefore it is recommended that there should be a policy within the residential child care sector to 
reduce placement relocations as much as possible to enable the establishment and maintenance of 
positive relationships between young people and their care team. This study also echoes the 
recommendations of Holt and Kirwan (2012) that, when placement relocations must occur, a through 
care approach should be adopted, whereby positive relationships can be developed and maintained in 
spite of frequent placement locations.  
 
This study could be relevant to other professionals who work within the residential child care sector or 
those who work with other ‘difficult to engage’ populations. This study could be of interest to other 
services who wish to explore the experiences of the individuals who work in the service. It could also be 
of relevance to policy developers who are designing ational services where the team of employees are 
likely to be connected through a shared service delivery programme but who have relatively little 
contact with each other on a daily basis.  
104 
 
 Key findings  
1 
The participants appear to be adept at engaging the so called group of ‘difficult to 
engage’ clients 
2 
The participants engage in a wide range of practices that could possibly be viewed within 
a person centred psychotherapy or attachment focused frame work which is in keeping 
with much international practice in the area 
3 
The participants appear to undergo a variety of experiences that are parallel with those 
of the young people with whom they work  
4 
In a deviation from many previous studies in the area, the participants referred to the 
young residents of residential child care settings in exclusively positive terms 
5 
The findings support the proposal of a ‘through care approach’ in residential child care 
where long-term positive relationships can be developed, supported and maintained be 
they professionals or community based individuals  
6 
The supervision and management structure within the ACTS service was lauded by the 
participants but the detail of the structure and process of this supervision and 
managerial were not explored and could warrants further exploration  
 
5.11. Strengths of Study 
This study served to enhance the empirical, theoretical understandings and knowledge base with regard 
to residential care in Ireland through the broadening of the landscape of understanding to include the 
voice of clinicians working within the sector. The findings offer insight into the joys and tribulations 
experienced by clinicians working within the sector. The findings also offer insight into the therapeutic 
approaches that have been developed within the ACTS service and the effectiveness of these 
approaches. Another strength of the study was that it covered the disciplinary breadth of the ACTS MDT 
team and it gathered the experiences of clinicians who are underrepresented in the literature, such as 
participants from speech and language therapy, social care work and addiction counselling. 
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One of the strengths of the study was that it was methodologically sound and that the qualitative design 
of the study met the research aim of gathering an understanding of the experiences of ACTS clinicians. 
A second strength of the study was that three separate supervisors provided oversight and guidance to 
the primary researcher throughout the study and this provided a greater degree of methodological 
certainty to the endeavour as a whole. The supervisors also helped with the analysis of data and provided 
an opportunity to debate and discuss the various codes and themes as they were identified. Another 
strength of the study is that it was a novel excursion into the experiences of clinicians in a new servic  
within a new agency and thus paves the way for further research in the area. A final strength of the sudy 
was that participants were very forthcoming with their support for the project and they spoke in an open 
and candid manner which resulted in a richness of data that would not have been possible otherwise.    
 
5.12. Limitations of Study 
. One limitation of the study was that all of the participants started in their role in ACTS at roughly the 
same time, within the last two years, and as such the research is cross-sectional in nature. A longitudinal 









5.13. Personal Reflections 
Overall, I found the process of completing the current research project as a challenging but enlightening 
one. I have developed a considerably greater understanding of the processes of designing, conducting 
and writing-up qualitative research. In addition, some of the skills that I have developed through this
process are likely to enhance my research studies of the future, such as recognising weariness in myself, 
and understanding my own personal ebb and flow of motivation and how to manage it. It is also likely 
that these learning experiences will be transferabl to my clinical practice going forward.  
 
After meeting the ACTS clinicians and hearing of the difficult life experiences that their clients have 
endured to date and hearing how dedicated and understanding the clinicians are towards their clients I 
found myself feeling pleased that we live in an era of Ryan reports and ACTS services. It would appear 
that the needs of the children who ACTS serve are better recognised by the care system in Ireland than
ever before. In their ACTS clinician, the young peol  have an educated and articulate ally in their lives 
who is willing to stand by them and follow them wherever they go within the care system. Furthermore, 
ACTS clinicians have a management structure that understands the needs of the clinician as well as the 
needs of the client and are willing to support the clinicians to go the extra mile for their clients a 
matter of course. 
 
Ultimately, the most potent emotion that I possess as I write this reflection upon the completion of the 
thesis is that of hope. I am hopeful about very many spects going forward. I am hopeful that ACTS 
clinicians might be able to serve as the ‘one good adult’ in the lives of these young people and that e 
therapeutic relationship might serve as a template for other positive relationships in the young person’  
life going forward.  
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I am also hopeful that the input of the ACTS clinican could instil some hope in young people with 
regard to their life trajectory. Previous research has outlined how this hope could be the difference 
between a positive and a negative life for the young person, whatever that might look like for each 
individual child. It is my hope going forward that the ACTS service will continue to grow and hone its 
practices and that future research will be able to discover and disseminate the positive practices of 
supportive supervision and creative approaches to therapy adopted within the ACTS service. 
Furthermore, I hope that the state will continue to recognise the progress made through the introduction 
of the ACTS service to the residential child care system and to ensure that such services are supported, 
developed and enhanced going forward. I am also hopeful that the state will recognise the value of the 
‘through care’ approach within residential child care nd will adopt a policy that extends this attachment 
informed practice beyond that of the ACTS service to that of the entire residential child care system.   
 
In all this hope and positivity, however, I cannot help but bring to mind the many thousands of boys and 
girls who have been utterly failed by the residential care system in Ireland throughout the centuries. As 
the character Michael Rezendes states in the 2015 movie ‘Spotlight’ which highlighted child abuse in 
the USA: ‘it could have been me, it could have been you, it could have been any of us’ (Faust & 
McCarthy, 2015). It saddens me deeply to think of how different the lives of these children might have 
been if they had an ACTS clinician in their corner who was willing to support them whenever and 
wherever they needed it. As such my final hope is that we are progressing as a society that recognises 
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Appendix 2. Participant Information Leaflet  
 
Participant Information Leaflet 
 
Researcher Name: _______Anthony Webster________ 
Telephone number of Researcher:  ________087-7692961____________- 
Research Supervisor Name: ________Kevin McKenna_______ 
You are being invited to take part in a research study o be carried out throughout the ACTS service.  
Before you decide whether or not you wish to take part, you should read the information provided below 
carefully and, if you wish, discuss it with your family, friends or colleagues. Take time to ask question  
– don’t feel rushed and don’t feel under pressure to make a quick decision. 
You should clearly understand the risks and benefits o  taking part in this study so that you can make  
decision that is right for you.  This process is know  as ‘Informed Consent’.  
You don’t have to take part in this study and a decision not to take part will not effect on your future 
position as a clinician within the ACTS service.  
You can change your mind about taking part in the study any time you like up until the process of 
verification of the interview transcripts should you decide to go ahead with the interview stage. Even if 
the study has started, you can still opt out.  You d n't have to give us a reason.  If you do opt out,rest 
assured it won't affect the quality of employment you get in the future.  
Why is this study being done? 
This study is being done with the main objective of exploring the perspectives the ACTS clinicians of 
rewards and challenges of working within the ACTS service 
 
 
Study title:  A Qualitative Analysis of clinicians’ experiences of working within the Assessment, 
Consultation and Therapeutic Service (ACTS) 
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Who is organising and funding this study? 
The study is being conducted by Anthony Webster whopreviously worked as an Assistant Psychologist 
to Dr Paul Gaffney within the ACTS service. Anthony is completing the current study as part of his 
Doctoral training in Clinical Psychology through the University of Limerick. Kevin McKenna of 
Dundalk Institute of Technology is the field supervisor on the research project and Dr Barry Coughlan is 
the representative from the University of Limerick on the research Team.  
Why am I being asked to take part? 
You are being asked to take part because you are a clinician working within the ACTS service and your 
views on the three areas outlined above would be very much appreciated.  
What will happen to me if I agree to take part? 
The clinicians who agree to take part in the study will be contacted by Anthony Webster by telephone 
and a meeting will be arranged in one of the ACTS buildings in Dublin, Limerick or Cork at a time and 
date that is suitable to both parties. The interviews are scheduled to take place during April and October 
2015. Each participant is expected to attend for one interview that will last approximately 60 to 90 
minutes with breaks provided as required. 
 
The interviews will be audio recorded and later transcribed by Anthony Webster or by a professional 
transcription service. The field supervisor, Kevin McKenna will also have access to the audio 
recordings. Your name will be changed to a gender neutral pseudonym during the transcription service. 
The ‘key’ to the pseudonyms will be stored separately from the audio recordings and the transcription. 
You will then be provided with an opportunity to revi w and amend the transcriptions of the audio 
recordings. Following your verification of the transcript the ‘key’ linking your name to the gender 
neutral pseudonym and the audio recording will be destroyed. You will have the capacity to withdraw 
from the study up until this point of verification of the interview transcript. However, your data will no 
longer be identifiable following the destroying of the ‘key’ to the pseudonyms and therefore it will not
be possible for you to withdraw following this stage of the process.  
What are the benefits? 
The possible benefits of this study will be: 
To highlight the work conducted by ACTS clinicians and provide insights into the rewards and 
challenges that clinicians experience while working with this ‘difficult to engage’ client group 
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What are the risks? 
If you agree to take part then you will be invited o take part in an interview lasting approximately 60 to 
90 minutes.  
All data will be treated confidentially and pseudonyms will be provided to replace any identifying 
information. However, if certain practices are disclo ed that are deemed by the examiner to be contrary 
to child protection legislation then he will be obligated to report this to his field supervisor.  
A copy of a final draft of the thesis will be availab e in the library in the University of Limerick and 
efforts will be made to have the study published in a reputable journal upon its completion.  
Where can I get further information? 
If you have any further questions about the study feel ree to contact Anthony Webster at 087-3369771 
phoning Anthony to request further information does not hold any obligation on your part to engage in 
the study thereafter.   
What do I need to do? 
If you wish to take part in the study please complete the attached consent from and return it in the 
stamped addressed envelope addressed to Anthony Webster, Trainee Clinical Psychologist, c/o Tom 
Kennedy, Doctoral Programme in Clinical Psychology, University of Limerick. 
 
Alternatively you can phone Anthony Webster at 087-3369771 
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Appendix 3. Participant Consent Form 
Participant Consent Form 
Study title: A Qualitative Analysis of clinicians’ experiences of working within the 
Assessment, Consultation and Therapeutic Service (ACTS) 
 
I have read and understood the Information Leaflet about this research project.  Yes   No   
The information has been fully explained to me and I have been able to ask 
questions, all of which have been answered to my satisfaction. Yes   No   
I understand that I don’t have to take part in thisstudy and that I can opt out at 
any time up until the verification of the interview transcript.  I understand that I 
don’t have to give a reason for opting out and I understand that opting out 
won’t affect my future employment with ACTS.  
Yes   No   
I am aware of the potential risks of this research study.  Yes   No   
I have been assured that information about me will be kept private and 
confidential/pseudonymised.  Yes   No   
I have been given a copy of the Information Leaflet and this completed consent 
form for my records. Yes   No   
I give my permission to be audio recorded as part of the interview process Yes   No   
I give my permission for the audio recording to be transcribed by a transcription 
service if required by the researcher Yes   No   
I give my permission for the findings of this study to be utilised in future 
research conducted by the research team as long as I am not personally 
identifiable in the findings.   
Yes    No   
 |   | 
---------------------------------------------------------------------------------------------------------------------------- 
Participant Name (Block Capitals) | Participant Signature | Date 
To be completed by the Researcher:  
I, the undersigned, have taken the time to fully explain to the above participant the nature and purpose of 
this study in a way that they could understand. I have explained the risks involved as well as the possible 
benefits. I have invited them to ask questions on any aspect of the study that concerned them. 
 |   |  | 
----------------------------------------------------------------------------------------------------------------------------
Name  (Block Capitals) |  Qualifications | Signature | Date 
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Appendix 4. Interview Guide 
1. Tell me a little about yourself and your training and experience to date. 
2. How did your previous role differ to that of your current role and how did you experience that 
transition between the roles? 
3. What is different about ACTS compared to other services that you worked in or are aware of? 
4. Tell me about your day-to-day current practice, and what a ‘typical day’ or ‘typical week’ might 
consist of? 
5. What have you found to have been the biggest challenges of working within ACTS? 
6. What have you found to have been the biggest rewards of working within ACTS? 
7. What might you describe as your most important task as an ACTS clinician? 
8. Could you tell me of any of personal characteristics or training experiences that you feel might have 
helped or hindered you in your role with ACTS? 
9. From your experience to date, can you tell me what you would view as successful outcomes with 
regard to the young people served by ACTS? 
10.  From your experience within in your role, are there any factors that you would consider 
critical or very important with helping to attain those successful outcomes? 
11.  What would you say is the biggest strength of the ACTS service? 
12.  What else would you like to be asked about your role as an ACTS clinician?  
Prompts 
• Tell me more about that 
• Can you give me a little more detail about that? 
• Is there anything else you have to say about that? 
• Tell me what you mean by that 
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Appendix 8. Looking for Patterns Across Participants 
Theme Pat Fran Jamie Chris Sam Alex Joe Drew Charlie Phil Dara Total 
Relationships            8 
No Typical            5 
MDT Working            7 
Small Rewards            8 
Travel Worth it             6 
Management            5 
Follow the Child            6 
System Difficulties            4 
Family            8 
Flexibility            6 
Training Needs            3 
Lucky            5 
Child Centred            3 
Kids Easy            5 
Different POV             
Different way of Working            4 
Emotional Impact            3 
GSOH            3 
Hearing the Child            1 
Highlight Strengths            2 
Inter Agency Working            1 
Paperwork            1 
Life Script/Meaningful Narrative            2 
Managing Expectations            1 
